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cial apparatus and an anesthetist with a knowledge 
of this particular type of stomach case. 
of error is not great. 
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THE SURGICAL PROBLEMS OF THE STOMACH AND 
DUODENUM. 


By H. B. Devine, M.S. (Melb.), 
—- Surgeon to In-Patients, St. Vincent’s Hospital, 
Melbourne. 


(Continued from Page- 109.) 


Technique. 
These are very difficult, dangerous and extensive 
operations and require a great deal of dexterity, spe- 


Fig t 


have had very little shock I attribute to the special’ 
methods employed (Figure VIII.). The stomach was 
collapsed by emptying it of air and fluid with an air 
pump. This insured access, ease and a minimum of 
handling, as well as a dry stomach. No clamps were 
used ; vessels were tied as they bled. Sutures do not 
always control thé vessels when the clamps are ‘taken 
off, especially in. these large resections. The subse- 


quent bleeding into the stomach and intestines, the 
extent of which is always uncertain, is a lively factor 


Left lobe of , Retractor 
retracted@ costal arch 


‘self retaining 
retractor frome 


Fig 


aM 


ny 
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Fig w, 


Figure VIII.. 


Technique: 
from the 


Figure I. Racket adjustable four-bladed retractor, which clamps on a wound covering and enables the abdominal wall to be lifted 
Figure II1.—Trocar attached to air pump aspirating air and fluid from the stomach. 
Figure III.—Collapsed and more 


Figure IV.—Deliberate perforation at the edge of a penetrating ulcer of the pancreas and stomach thoroughly dried with aspirator. 


The margin 


That I have had practically no 
anxiety after these big operations and the patients 


in causing shock. Apart from this, the small heema- 
toma in the suture line is a great evil. It is most 
likely to become infected with the always present germ 


and this causes a ‘‘leak’’ in the suture line. Clamps 
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eut the mucous membrane 


Figs, 


which may not be caught 
by the suture and they 
bruise the tissues; devital- 

. ized tissue, denuded of its 
mucous membrane, is liable 
to form a jejunal uleer. 
It is also not possible with 
clamps so to arrange the 
lumen of the stomach as 
to prevent subsequent de- 
formity and loss of mo- 
tility. 

An antiseptic treatment 
to sutured edges was also 
practised. The stomach 
was always manipulated 


TRANSVERSE 


\ PosTeRIon 
OMENTAL 
\ SCREEN 


uleer site and fixation of 
stomach to the posterior 
and anterior abdominal 
parietes and to other or- 
gans—a_ very important 
precaution. 

_ Out of the twenty-six 
very difficult cases in this 
series, sixteen were in old 
‘*derelict’’ patients and, 
with the exception of the 
“one mentioned who died 
five weeks after operation, 
all are quite well over a 
period of years; ordinary 
motility is demonstrable 
by X-ray examination. 


omental toilet prevented 
re-adhesions to the old 


between large gauze Figu. 
screens. ULcer. 
Omental Transplantation. 
In all these cases big think only in a proportion 
large pedicled transplants of cases. In twenty-six 
of omentum, with pedicles cases I have only done 
well fixed down, were simple gastro-enterostomy 
‘stitched as slender bolsters, cone four times on fully patent 
scarves or screens over the ‘duodenums; of the pa- 
suture lines. (See Figures tients, one died four years 
IX. and X.). after from a profuse 
This rather elaborate Ficure IX.. hemorrhage. 


Large omental pedicled transplant to act as screen between 
stomach and the bare area on pancreas of the base of the ulcer. 


is transplant. 
A and C are united. 


In a ease of Mr. Dun- 
hill, with which 1 was asso- 


Fig }. 


Crave Unosay 


me 


Anterior 


Gastro colic 
_--Omertum. 


omental scree n, 


X.. 
Screen to prevent adhesion of the anterior wall of the stomach to the anterior abdominal wall. 
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ciated, a gastro-enterostomy was done for persistent 
and alarming hemorrhage: This patient did not get 
better until the pylorus was cut across and closed. 
It was a most instructive case. 


In two other cases (not my own) there were florid 
duodenal ulcers in the presence of a’ functional 
stoma between- the stomach and the intestine. In 
three cases in which the ulcer was associated with a 
high degree of stenosis and in which the conditions 
for gastro-enterostomy were ideal, a good result was 
attained. One of these patients, in whom the duo- 
denum had practically closed, from stenosis (he had 
the largest stomach I have ever seen), was examined 
five years later; to my surprise, the duodenum had 
become fully patent and very little went by the stoma. 


Uleers which bleed profusely, are, I think, a dif- 
ferent type from those whose dominant symptom is 


Tree Rectus Sheath Transplait Ope Pdtion 


Rectus Sheath 
bandaged round 
‘Three'times 

Frepylores 


Coveve 


eo 


Fiaure XI.. 


‘‘hunger pain.’’ The former are most acute and 
sometimes give surprisingly little indication of their 
presence, profound melena or perforation often being 
the first signs. They are, I think, similar to the acute 
ulcer of the stomach ; these are the ulcers that continue 
to bleed after gastro-enterostomy. In three of these 
cases I bandaged firmly with three turns of a free 
fascial transplant cut from the-rectus sheath, the ulcer 
bearing area of the duodenum. (See Figure XJ.). This 
prevented hemorrhage, made for the healing of the 
uleer and brought about duodenal stenosis. From 
subsequent X-ray examinations I think such a graft 
funetionates more or less for from two to three years. 
Surely by this time the ulcer must have healed -be- 
yond chance of recurrence. 


_In three patients resection of the duodenal ulcer 
was combined with gastro-enterostomy, 


Figt Tig 
Smail duadenal Pyltorus 
uicer, ‘ 


Fig Tig w. 


Ficurr XII... 

Operation for Removal of Small Duodenal Ulcer or Scar. 
Figure I.—Incision round the ulcer and through the pylorus. 
Figure II.—Transverse suture. 

Figure IV.—Anterior wall of the stomach drawn over. 


In one the ulcer had ulcerated into gall bladder 
wall and had mimicked the symptoms of gall stones. 

In another case, where the ulcer was small and on 
the anterior wall, close to the pylorus, it was cut out 
and no gastro-enterostomy was done, with a good 
result. 

Figure XII. shows the method: 

(7.) The uleer was cut out by incision in the 
long axis of the bowel and the pylorus cut 
through. 

(i.) The eut edges were sutured transversely. 

(a.) The anterior wall of pars pylorica was 
pulled over the suture, partly invaginating 
the duodenum into the stomach. 

Duodenal ulcer always occurs on that part of the 
duodenum which is associated with the jets of acid 
chyme. All evidence goes to show that gastro-enter- 
ostomy insures.the healing of the uleer and in time 
the tendeney -is for the-chyme to resume its normal 
course. The stoma contracts from lack of function. 
We have then the same set of cireumstanees as before 
the ulcer was formed, except that the ulcer-bearing 
area now has a secar—a locus minoris resistentiw. The 
duodenal physiology has broken down once. It is 
likely to do so again. For this reason I employ an 
operation which transfers for all time the chyme 
‘‘traffie’’ to another area of mucous membrane. It 
is a transplantation of the pylorus and is as follows 
(Figure XIIT.) : 

(1) The stomach is cut across 2.5 em. from the - 
pylorus. 

(2) It is then implanted end to side into the 
jejunum, about 7.5 em. from the duodenal- 
jejunal juncture. 

(3) The uleer may be (a) cut out, or (b), if in 
the posterior wall, left in the dead end. 

The segment of stomach is purposely left, because: 

(7.) it is easier and safer to close than the duo- 
denum ; 

(ii.) The pylorie muscle is an additional closure 
safeguard ; 
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Fievre XIIL.. 


Figure I.—Section of 
stomach to get the proper 
sized stoma at *‘A.’ 


lay II. — Implantation 
inte the upper 
of the jejunum. 


Figure IIL. — Position of 
the intestine in relation to 


the stomach. 


Figure IV.—Resection of 
the ulcer if in the an- 
terior wall. 


Figure V.—Ulcer left in 
the ‘‘dead end’ if in the 
posterior wall. 


Figure VI.— Closure of 

space ‘“‘C’’ by suture of 

the omentum over the 
duodenal suture line. 


ii) 
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(iit.) it is necessary to have the artificial stoma 
much bigger than the natural pyloric open- 
ing. 

The advantages are: 

(1) The very favourable position of anes in 
the most natural and most dependent posi- 
tion, where the peristaltic waves are deepest. 
These more powerful waves of the pre- 
pyloric part eject the food from the part 
with less deep and less powerful waves. where 
the stoma is usually placed. 

The food remains a reasonable time in the 

stomach (about one to two hours), insuring 

some gastric digestion. This is partly be- 
cause. the stomach. maintains its hook shape. 

(See skiagram, Figure XIV and B.) 

(3) There is no possibility of angles or kinks to 
give a ‘‘vicious circle.’’ 

(4) The stoma is. placed high in the jejunum, 
near the duodenal alkaline secretion. This 
lessens the chance of jejunal ulcer. 

(5) The whole of the function is thrown on the 
stoma and it is therefore unlikely to con- 

tract. 

Naturally, this operation is of value only in duo- 


(2) 


denal ulcer and is especially designed for old and 
calloused, well established ulcer, where the duodenum 
‘thas failed’’ and is unlikely to recover completely. 

It was performed on three dogs and the examina- 
oa after death showed no evil effects. (Figure 

Eleven patients have been operated on by this 
method, the earliest three years ago. They gave no 
trouble after the operation; indeed, their immediate | 
post-operative course was remarkably smooth. Up to 
the present they are all well. 


PROBLEM No. 8: GASTRO-ENTEROSTOMY. 
Successful Gastro-Enterostomy. 


There is no doubt that in focussing our attention 
on the patients who Have either not been cured or 
have been made worse by gastro-enterostomy, we are - 
apt to forget the immense number of patients re- 
stored to health by its aid. The operation has been 
brought into disrepute because, in the past, - its 
physiology has not been understood and because it has 
been done as a panacea for all stomach ills and, there- 
fore, in cases for which it was not adapted. In the 


proper case and as an adjunct to other surgical pro- 
esas it is highly successful. 
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Unsuccessful Gastro- : . t 
Enterostomy. 
Unsuceess- ach in a 
ful gastro-enteros- 
be due tion half 
be- 
tween the 
ous diag-— ‘““Moy- 
nosis of niha sf 2 
a ff ec- and ‘‘Ma- 
of yo’’ me- 
om- t 
ach in See Fig- 
conditions re 
caused by XV. and 
disease XVI.) 
(iv.) A pallia- 
tro - en- 
lar dis- teros- 
ease of tomy 
the intes- done on 
der,  ap- ing and 
pendicitis ¢.@ 
or almost tract- 
arly dis- Figure XIVa.. ing form 
ease: Skiagram of the. transplantation ot the stomach ~ of malig- 
the abdo- nant dis- 


men. The disease 
still persists and 
is the cause of the 
failure, not the 
operation that has 
been performed. 


(ii.) When the opera- 


(iu.) The technique of 


tion is per- 


formed for or-- 


ganic stomach 
disease, such as 
ulcers, remote 
from pylorus, for 
which it is not 
adapted. 


operation has 
been _ imperfect, 
resulting in (a) 
the formation of 
a coronal spur, 


I am indebted for this beautiful skiagram to Dr. Hewlett. 


ease of the stom- 
ach, is likely to 
give rise to kinks 
and a 
cirele.’” My ex-. 
perience of the. 
value of this 
operation 
has been so un- 
satisfactory that I 
now prefer in 
most cancer cases 
to do a gastrec- 
tomy or to leave 
the case to Na- 
ture, except, per- 
haps, in chronic 
inoperable scir- 
rhus tumours ‘ of 
the pylorus, with 
high-grade sten- 
osis. 


a jejunal 

kink, or (c) par- (v.) The operation is 
tial strangulation done forgastricand 
of the afferent duodenal symp- 


loop and efferent 


‘loop in an imper- 


feetly closed and 
placed gastro- 


eoliec omentum 


opening. The 
coronal spur is a 
most potent cause. 
I was able to-pro- 


toms, in the ab- 
sence of the usu- 
ally demonstrable 
organic disease. 
This happens in 
two distinct types 
of patient: those 
with (a) atonic, 
dilated stomachs, 


Figure XIVs.. 
This is an Mae sketch of a skiagram taken by Dr. Hewlett and (b) those 
pylorus’’ me ‘or du cer, 
A: Stoma in a natural position, ileus. In the for- 


duce this state of 
affairs in a dog by 
~~ attaching the in- 
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closed duadenum 


Figure XV.. 
Gastro-enterostomy with Coronal Spur. 
Figure I.—Non-iso-peristaltic method. Ficuns XVI.. 
Figure I.—Coronal spur ‘‘A”’ and vicious circle produced experi- 
mentally in a dog. 


Figure II.—Iso-peristaltic method. 
Figure I1I.—Position of stoma which gtves a coronal spur and>a 
vicious circle. Figure II.—Stomach of a - in which the pylorus was trans- 
planted as in Figure XIII.. 
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of a Pronounced Case of Duodenal Tleus. LY, 4 
omac ANS ma 
cit filled to superior mesenteric artery and as large **Duodeno jejunastomy} 
as a champagne glass. : 
C: Lower edge similar to lower edge of the shadow of the 
. @sophagus in cardiospasm SRY 
XVIIL. 


mer the failures are due to absence of gas- 
Figure II. eodene-Jelynpstony. done in three of these cases. 


trie tone, which is more essential to empty 

a stomach through a_ gastro-enterostomy |- 
: stoma than through the-pylorus. It is to the | with hypotonic abdominal and peleta floor muscles ; 
% latter that I wish to direct special attention. | (2) a long history of illness, generally more severe 
after child-bearing began; (3) a feeling of discom- 
PRroBLEM No. 9: DUODENAL ILEUS. , fort and the presence of a lump in the epigastrium ; 
_ For years I have noticed the following clinical | (4) epigastric pain from two to four hours after 
syndrome: (1) A spare, tall, neurasthenic woman, | food, with occasionally “‘hunger pain’’; (5) relief 
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of this by vomiting (the vomit contains large quanti- 
ties of bile) ; (6) a tender spot over the duodenum ; 
(7) loss of weight when the patient is engaged in 
" any occupation and recovery in a remarkable way 
with a ‘‘rest eure’’; (8) occasionally there is marked 
hematemesis. 

The condition is usually diagnosed as duodenal 
ulcer or gastric ulcer. The patients are often 
subjected to gastro-enterostomy, appendicectomy or a 
pelvie operation, or at times all three operations, in 
the hope of securing relief. The X-ray appearances 
in the worst case are shown in Figure XVII.. The 
lower margin of the third part of the duodenum has 
the same. shape as the dilated esophagus in cardio- 
spasm. 

When the abdomen is opened the duodenum rolls 
into the wound like a segment of obstructed intes- 
tine. (See Figure XVIII...) There is a large sac at 
the first part and also at the third part. The latter 
extends ever the promontory of the sacrum and to 
the superior mesenteric artery, where it stops short. 


The duodenum, on the other side of the artery, is |. 


collapsed and small. The pylorus may be normally 
contracted, when the patient presents symptoms more 
of a duodenal type. It may be patent, -admitting 
three or four fingers and incapable. of being delimited, 
when gastric symptoms dominated the picture. 
stomach is dilated with air and is atonic. 

The main interest attaches to the xtiology of this 
condition: (a) Is it a ‘‘nerve block’’ of Keith, due 
to disorder of an Auerbach’s ‘‘tissue node”’ 
duodenal jejunal flexure? (b)-Is it a dilatation of 
the stomach and duodenum following some general 
neuro-muscular disorder of tone? Or (c) Is it see- 
ondary to the obstruction of the superior mesenteric 
artery, brought about by the increased drag on it in 
enteroptosis ? 

This chronic duodenal ileus, without doubt, is the 
condition analagous to and with the same under- 
lying chronic cause as acute dilatation of the stomach 
or acute gastro-mesenteric ileus. I have seen this 

following operations and arising de novo. 

_ Three facts stand out of the mass of literature on this 
latter subject: (1) The dilatation has come on sud- 
denly while the stomach was being handled, suggest- 
ing a neurological cause. (2) The duodenum was 
involved with the stomach. (3) The prone position 
and stomach pump was by far the best cure. Other 
measures have a long list of fatalities to their credit. 
Because of this fact and since chronic duodenal ileus 
is only found in cases of enteroptosis, I believe this 
condition may be due to the increased pressure of the 
superior mesenteric artery on the duodenum. 
There is no hypertrophy of the stomach, be- 
cause of the intermittency of obstruction. Again, 
the prone posture treatment strikingly relieves 
the symptoms in the chronic condition, the 
bad effects of which have been exaggerated by an 
unwarranted gastro-enterostomy. I shall give an ex- 
ample of this later in this paper. 

Figure XIX. (7.) shows diagrammatically how the 
small intestines are held up on the inclined plane by 
the tone of the abdominal muscles, 

Figure XIX. (i.) shows the relaxed back muscles, 
the straight spine, - hypotonic abdominal muscles 


The . 


at the 


anastomoses. 


Pra 


Ficurp XIX.. 
Prolapse of Retains, See Pelvis in Visceroptosis and Arterial 


ssure on Duodenum, 

D: Duodenum. 

SM: Superior mesenteric artery. 

SI: Small intestine, 
and the sagged pelvie floor of enteroptosis. The small 
intestine is thus carried low in the pelvis and not 
supported; consequently, there is a very big drag 
on the artery, which must compress the duodenum. 
This is probably a late stage in visceroptosis. . I have 
frequently seen an acute duodenal ileus supervene 
after an operation in the upper abdomen in persons 
with visceroptosis. 

Gastro-Enterostomy in Duodenal Ileus. 

Some attempts to cure this state of affairs by a 
gastro-enterostomy have been most disastrous. I pro- 
pose to direct your attention to the study of three of 
these cases in which it was necessary to undo the 
They were most illuminating. Two of 
the patients were seen with Dr. Stawell. On one of 
them he had made minute observations over a period 
of 15 years. The dilated duodenum was noticed and 
discussed when the gastro-enterostomy was done nine 
years ago; but its significance was not then appre- 
ciated. The third was referred to me by Dr. Sewell 
for operation. 

These patients all had the same symptoms and 
signs that I have just indicated; but they dated their 
acute misery from the time of the gastro-enterostomy. 
Tn all three cases X-ray examination in the upright 
posture after a meal disclosed the fact that the food 
shot out of the stomach in a quarter of an hour into 
an intestine which had become nearly as big as a 
stomach. This was associated with a nauseating ‘‘all 
gone’’ sensation. From twelve to twenty-four hours 
later this was followed in one patient by a profuse 
fermentative ‘‘explosive motion’’; this would not 
happen if the patient lay down for an hour after 
meals. Two of the patients preferred to spend most 


_of their time on their backs in order to. get comfort. 


One of them spent nine months in this way. 
Apparently this sudden fall of food into the in- 


-testine caused the intense nausea that was present 


to a greater or less extent in both patients. The 
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nausea would not occur whg,the patients were lying 
dowfi and then it was found-by X-ray examination 
that the stomach emptied very slowly in the recum- 
bent position. 

These patients lost weight very rapidly if they lived 
an ordinary life and got fat very quickly in bed. 
None of them were capable of the feeblest effort of 
work. They were the worst type of chronic invalid. 
It was. thought that the marked wasting and the 
copious, fermentative, explosive stools were due to 


lack of pancreatic digestion, as the pancreatic secre-~ 


tion with no vis a tergo was hindered by the com- 
pressing artery from mixing with the food, which, 
in passing on rapidly, got a big start. The ‘patients 
were operated upon with a view to undoing the gas- 
tro-enterostomy. 

Figure XX. shows the pathological condition 
found. It includes (7.) a huge upper jejunum, (7.) 
‘a very large stoma, situated well to the left, (aii.) a 
very small, functionless afferent loop to the stoma 
and (iv.) a very dilated duo#énum. The. very small 
and functionless afferent loop rather confirmed the 
theory that the main feature in these cases was im- 


perfect pancreatic digestion. Since the operation, all } 


three patients have been dramatically better. The 
malnutrition, nausea.and ‘ “explosive motions’’ have 
cleared up and they are now able to play and work. 
“I have no doubt that they will gradually sag back 
to a certain amount of digestive disability, as a result 
of the pathological condition at the root of duodenal 
ileus. ~ 

Duodenal ‘ileus may be present in and may even 
be a cause of duodenal uleer. In the light of my 
experience, to do a gastro-enterostomy in such a com- 
bination is to invite trouble. 
- Having found this condition when we expected duo- 
denal ulcer, can we do anything to remedy it by 
operation? 

Operation in Duodenal Ileus. 
Figure XVIII. (7.) and.g@#:) show a very simple 
procedure which I have done in three very bad cases 


ny 


Ficure XX., 
Very large gastro-enterostomy 
: Very smal] afferent loop to ‘stoma 
mesehterice artery. 


: Pyloru 


three days after 


with great relief and no evil effects. In one case 
the operation. was performed nine months ago. 
Whether this should be practised on the less severe 
eases I ath hot pidpared to say. 


4 Results. 


No patient was refused radical operation, no mat- 
ter how severe the condition. Some of these late 
derelict ulcer patients with secondary nutritional dis- 
turbanees were like living skeletons. Out of 82 patients, 
one in whom I performed partial gastrectomy dic 
and another in whom an 
extensive resection of the lesser curvature was neces- 
sary, died four weeks after of broncho-pneumonia (in- 
fluenzal). The latter death was probably not attribu- 
table to the operation. In these patients, if. carefully 
operated upon, recovery was just as unexpected as 
was the fatal termination in patients with malignant 
disease after an operation of the same severity. 

This report of my gastric work is perhaps some- 
what disconnected; but that is just how these diffi- 
culties and problems were presented to me at the opera- 
tion table: Some of the earlier work, in the light 
of subsequent knowledge and experience acquired, 
would perhaps be abandoned. Some of the work, 
perhaps, one would like to recall; but, set down just 
as it oceurred, I hope, as an experience, it will be 
useful to others as it has been useful to me. 


CONCLUSIONS. 


(1) Jit as it is necessary for a surgeon to have a 
working knowledge of “bacteriology, so he must edu- 


ate himself in radiology. 


(2) The proper appreciation of the clinical symp- 
toms of ulcer still ranks as high in diagnosis as the 
X-ray 

(3) A ‘‘surgical’’ ulcer cannot always be detected 
by external examination of the stomach. 

(4) If no ulcer is found, a search will reveal a 
cause for the symptoms:and this can be dealt with. 

(5) In well established gastric ulcer some form of 
partial gastrectomy suitable to the situation of the 
lesion is advisable: . 

(a) If the ulcer is distal to the middle of the 
stomach, some form of gastro-intestinal anas- 
tomosis is often, but not always, necessary. 

(b) If the ulcer is situated proximal to the 
middle of the stomach, partial gastrectomy, 
by special methods (with no gastro-intes- 
tinal anastomosis), is satisfactory. 

(6) Large, late, doubtfully operable, penetrating 
and widely adherent and scarcely accessible ulcers 
can nearly always be safely removed by adopting 
special technique... “The immediate and remote re- 
sults are good. 

(7) Different types of duodex€ ulcer require dif- 
ferent methods of operation. 

(8) A new operation is ae for well estab- 
lished duodenal ulcers.y<; 

(9) Chronic duodenal ileus, the cause of which is 
probably mechanical, gives rise to symptoms that may 


-be confused. with those:of duodenal ulcer. 


(10) Gastro-enterostomy, done for or in the pres- 
ence-of duodenal ileus, may give rise to a distressing 
train. of symptoms. 
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(11) Duodeno-jejunostomy is with some diffidence 
practised in some cases of duodenal ileus. 

I am indebted to Dr. Hewlett for several beautiful 
instantaneous skiagrams and to Mr. Daryl Lindsay 
for his skill in illustrating this paper. 


Reports of Cases. 


A CASE.OF VOLUNTARY CONTROL OF THE 
FUSION FACULTY. 


By Sir James Barrett, KBE. C.B., C.M.G., M.D., M.S., 
C.S. (Eng.) 
Ophthalmologist . to the Melbourne Hospital and Consulting 
Oculist, Third Military District. 


A.B., aged 28, was referred to me for ophthalmic examina- . 


tion. He was*under observation for some mental disturb- 
ance with a suspicion of incipient general paralysis. The 
fundus and media were normal and the following was the 
error of refraction:— 


Under 
.. + 0.5130° = 6/4 


He had binocular vin: He possessed, however, the re- 
markable faculty of being able to dissociate the two eyes 
and to cause diplopia by moving either eye outwards, either 
separately or together. When he fixed with one eye and 
diverged the other, the deviation was about 20°. : 

He could not effect any vertical dissociation. He could 
fix with either the right eye or the left eye and move the 
non-fixing eye out 20°, or he: could turn both eyes out 
at the same time each about 20°. -He stated that he had 
been able to do this all his life and that it was just the 
same thing to him as moving the hand. He possessed 
great powers of convergence and could converge to a 
point approximately five centimetres from the ocular base 
line. With the tropometer the excursion- of the two eyes 
was as follows: 


‘Op. _ Down. Out. In. 


This is the only case that I have ever seen in which an 


. individual had: voluntary control over the eye movements, 


to the extent of being able to break the fusion faculty 
whenever he desired. There probably have been other in- 
stances, but I have been unable to lay my hand on an 
account of them. It is noteworthy that they can only be 
broken by the action of the external rectus. 

The notes of this case were kindly taken by Dr. Parnell. 


Reviews. 


THE PROBLEM OF VENEREAL INFECTIONS. 


Archdall Reid’s remarkable work on the prevention of 
venereal disease’ marks another stage in a long controversy, 
but it differs from previous communications in its aggres- 
sive character. It ‘places those who object to prevention on 
the ground of morality on the defensive. A considerable 
portion of the book is devoted to a discussion of the moral 
problem and much attention is given to the defence of 
the Nationa] Council for Combating Venereal Diseases put 


“up by its supporters in the House of Lords and-to the 


author’s running fight with the authorities during the war. 
Thé author states-that venereal disease presents us with two 


‘distinct, but related, problems: “Is it right to prevent these 


maladies?” and “is it possible to prevent them?” If the first 
question is answered in the negative, the second is im- 


‘material. Much trouble is therefore taken to show why. it 


is right to prevent them. The author’s attitude is well 
indicated by the following extract: 


“The money and time spent on the new apparatus was 
entirely wasted. The soldiers continued to pour into hos- 
pitals. The German offensive broke. The British line was 
smashed. Nearly 100,000 British soldiers went into cap- 
tivity. Some hundreds of thousands suffered death or 
wounds. The war was prolonged. The cost in money alone 
ran into thousands of millions. Immature boys and fathers 
of families training in England were sent to fill the depleted 
ranks. At that time there were, but need not have been, 
in the venereal hospitals or in depédts as convalescents, 
British, French and American soldiers, mature and trained 
men, otherwise fit for active service, sufficient not for an 
army corps only, but for a great army. All these men had 
become diseased after the authorities had learned how to 
prevent disease. They were put out of action and the allied 
cause brought to the verge of ruin by the fanaticism of a 
few ‘influential people’ and the complaisance or timidity 
of a few obliging officials.” 

He goes on to say that, in his opinion, venereal disease 
does not check immorality, but tends vastly to increase it. 
He refers to the lack of education on the subject of the 
venereal disease problem and states that during the last 
two generations the zeal of the virtuous has slumbered pro- 
foundly, unless someone has tried to prevent disease. There 
is no doubt whatever that in Australia it is only when 
attempts have been.made to introduce prophylaxis that the 
public has given the matter acute attention. 

The iconoclastic style of the author may be gauged by 
the following extract. Referring to the work of the Royal 
Commission and of the National Councit- for Combating 
Venereal- Diseases, he says: 

“At that time it was calculated that there were in the 
country 3,000,000 people actually suffering from syphilis 
and since gonorrhea is five or six times as common as 
syphilis, many millions more suffering from gonorrhea. 
However, the Commission gave its blessing to the. National 
Council, which thereupon started hopefully on its mission 
of emptying the Atlantic with a tea-cup decorated with 
a text.” 

A recent writer has pointed out that the total extirpation 
of venereal diseases by the combined action of the govern- 
ments of the nations would be comparable to the victory of 
Charles Martel. Those who study the data, will realize that 
nothing stands in the way of such a Victory on the medical 
side. The difficulties are due to varied moral concepts. 

The book should find its place on the shelves of all those 
who wish to hear both sides. 


THE HYGIENE OF PREGNANCY. 


The third edition of ““Maternitas,”” a book concerning the 
care of the prospective mother‘ and child, has been com- 
pletely revised by the-author, Dr. Charles E. Paddock. 

It is an excellent little book on the subject, clearly written, 
eminently practical and contains essentials without un- 


- necessary padding. It is a book that medical men can safely 


recommend to expectant mothers, as it deals with hygienic 
and preventive measures before pregnancy and after labour. 
In the chapters-on the hygiene of pregnancy and the care 
of the baby, young mothers will find much sound and valu- 
able advice. The indications for seeking medical advice are 
clearly pointed out. There is a useful appendix containing 
recipes for various foods and locattherapeutic measures. 
The general get-up of the book, the printing and illus- 
trations are excellent and Wwe may add the young practitioner 
himself will glean many useful hints from its perusal. 


‘Paval and Military, 


APPOINTMENTS. 


The following appointments, etc, have been notified in 
the Commonwealth of Australia Gazette, No. 10, of January 
27, 1921: 

Australian Military Forces. 
Lieutenant-Colonel R. E. Roth, C.M.G., D.S.O., V.D., Un- 
attached List, 2nd Military District, to be Colonel, 
28th November, 1915. 


1 Prevention of Venereal Disease, by Sir G. Archdall Reid, K.B.B., 


“M:B., C.M. with ‘an Introductory Chapter by Sir H. Bryan 


Donkin, M. F.R.C.P.; 1920. London: William Heinemann, Limited. 
Sydney: ‘Angus & Robertson, Limited; Crown 8yo,, pp. 447, Price, 18s, 


1 Maternitas: A Book Concerning the Care of the Prospective Mother 
and Her Child, by Charles BE. Paddock, M.D.; 1920. Chicago: Cloyd J. 
Head and Company; Melbourne: Stirling & company; Crown 8yo,, pp. 
210, with numerous illustrations, Price, $1,75, 
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Lieutenant-Colonel W. W. Giblin,. C.B., V.D., Australian 
Army Medical Corps, to be Colonel, supernumerary 
to the establishment of Colonels, and with pay and 
allowances of Lieutenant-Colonel, 28th November, 
1915. 

Lieutenant-Colonel (Honorary Colonel) the Honourable 
J. L. Beeston, C.M.G.,:V.D., Australian. Army Medi- 
. cal Corps, to be Colonel, supernumerary to the estab- 
lishment of Colonels, and with pay and allowances of 
Lieutenant-Colonel, 30th November, 1915. 

Lieutenant-Colonel A. T. White, C.M.G., V.D., Australian 
Army Medical Corps, to be Colonel, supernumerary 
‘to the establishment of Colonels, and with pay and 
allowances of Lieutenant-Colonel, ist December, 
1915. arfd to be transferred to'the Unattached List, 
1st January, 1920. (This cancels the notification 
respecting this officer which appeared in Executive 
Minutes, No. 78/1920 and No. 497/1920, promulgated 
in Commonwealth of Australia Gazettes, No. 20 and 
No. 89, dated 19th February, 1920, and 21st Octo- 
ber, 1920, respectively.) 

Lieutenant-Colonel (Honorary Colonel) C. H. W. Hardy, 
' DS.O., V.D., Australian Army Medical Corps, to be 
Colonel, supernumerary to the establishment of 
Colonels, and with pay and allowances of Lieu- 
tenant-Colonel, Ist December, 1915. 

Lieutenant-Colonel J. A, Dick, C.M.G., V.D., Australian 
Army Medical Corps, to be Colonel, supernumerary 
to the establishment of Colonels, and with pay and 
allowances of Lieutenant- a 17th January, 
1920. 

Major (Honorary Colonel) H. ah Powell, C.M.G., V.D., 
Unattached List, 4th Military District, to be Colonel, 
18th January, 1920. 

Major (Honorary Colonel) Cc. T. C. de Crespigny, D.S.O., 
Australian Army Medical Corps, to be transferred 
to the Unattached List, 4th Military District, 1st 
July, 1919, and to be Colonel, 18th January, 1920. 
(This amends the notification respecting the trans- 
fer of this officer to the Reserve of Officers, which 
appeared in Executive Minute, No. 639/1919, pro- 
mulgated in Commonwealth of Australia Gazette, 
No. 110, dated 18th September, 1919.) 

Brevet-Major R. Fowler, O.B.E., Australian Army Medi- 
cal Corps, to be Colonel, supernumerary to the estab- 
lishment of Colonels, and with pay and allowances 
of Major, 22nd January, 1920. (The notification re- 
specting the promotion of this officer to rank of 
Major, which appeared in Executive Minute, No. 
571/1920, promulgated ‘Commonwealth. of Aus- 
tralia Gazette, No. 106, dated 2nd December, 1920, is 

*--eancelled.) 
Major K. Smith, C.M.G., Australian Army Medical Corps, 
to be Colonel, supernumerary to the establishment 
of Colonels, and with pay and allowances of Lieu- 
tenant-Colonel, 22nd January, 1920. (The notifica- 
tion respecting the promotion of this officer to rank 
of Lieutenant-Colonel, which appeared in Executive 

Minute, No. 378/1920, promulgated in Commonwealth 

of Australia Gazette, No. 67, dated 19th August, 1920, 

is cancelled.) 


Major T. P. Dunhill, C.M.G., Australian Army Medical 


-Corps, to be Colonel, 24th January, 1920, supernu- - 


merary to the establishment of Colonels, and with 
pay and allowances of Major from 24th January, 
1920, to 30th June, 1920, and to be transferred to 
the Unattached: List, 1st July, 1920. 

Major (Honorary Colonel) W. E. Summons, O.B.E., Aus- 
tralian Army Medical Corps, to be Colonel, super- 
numerary to the establishment of Colonels, and with 
pay and allowances of Lieutenant-Colonel, 24th — 
ary, 1920. 

Major A. G. Butler, D.S.0., Army Medical 

_ Corps, to be Colonel, supernumerary to the establish- 
ment of Colonels, and with pay and allowances of 
Lieutenant-Colonel, 24th January, 1920. 

Colonel J. M. Y. Stewart, C.B.E.. D.S.O., to be appointed 
from the Reserve of Officers to the Unattached List, 
2nd Military District, 29th January, 1920. 


First Military District. 
Australian Army Medical Corps— 

To be Lieutenant-Colonel— 

Major (Honorary Lieutenant- Colonel) T. G. 
Ross, D.8.0., July, 1920. 
Reserve of Officers— 

The temporary rank of Major granted to Honorary 
Captains T. Leckie and D. E. Trumpy is ter- 
minated, dated 3rd December, 1920, and 8th De- 
cember, 1920, respectively. 

The resignation of Major T. C..C. Evans, D.3.O., of 
his. commission is accepted, 31st @ecember, 1920. 


Second Military District. 
Australian Army 

The temporary rank of Major granted to ittatn 
H. H. Marshall is terminated, 31st December, 
1920. 

Captain H. H. Marshall to be placed on the retired 
list, with the honorary rank of Major, and with 
permission to retain such ran#@ and wear the 
prescribed uniform, 1st January,-1921. 

Unattached List— 

Colonel R. E. Roth, CM.G., D.S.O., V.D., to be placed 
on the Retired List, with the honorary. rank of 
Brigadier-General, and with permission to re- 
tain such rank and wear the prescribed uniform, 
1st January, 1921. 

The temporary rank ef Lieutenant-Colonel granted 
to Major A. J. Hood, V.D., is terminated, 31st 
December, 1920. 

Major A. J. Hood, V.D., to be: placed on the Retired 
List, with the honorary rank of Lieutenant- 
Colonel, and with permission to retain such rank 
and wear the prescribed uniform, 1st January, 

1921. 

Australian Army Medical Corps Reserve— 
~ To be Honorary Captain— 
Honorary Captain F. C. Thompson to be trans- 
ferred from the Australian Army Medical 
Corps Reserve, 5th. Military District, 1st 
January, 1921. 


Third Military District. 
Australion Army Medical Corps— 
To be Lieutenant-Colonels— 

Majors (Honorary Lieutenant-Colonels) C. G. 
Shaw, D.S.O., and J. A. H. Sherwin, 1st 
July, 1920. 

Colonel C. H, ‘W,.Hardy, D.S.O., V.D., to be 
placed on the Retired List, with the honor- 
ary rank of Brigadier-General, and with 
permission to retain such rank and wear 
the prescribed uniform, 9th January, 1921. 

Lieutenant-Colonel G. ‘Horne, V.D., to be placed 
on the Retired List, with the honorary rank 
of Colonel, and with permission to retain 
such rank and wear the prescribed oa 
form, ist January, 1921. 

Reserve of Officers— 7 
Major J.'C. P. Strachan to be transferred to the 
Australian .Army ,Medical Corps and to be af 
pointed Captain, temporarily, 1st October, 19 0. 
Major M. B. Johnson, to. be transferred to the Re- 
serve of Officers, 5th Military District, 30th na 
vember, 1920. 


The first regional conference instituted at the International 
Health Conference at Cannes was, held in Washington fr 
December 6 to December 13, 1920. The subject of y Ress 
sion was venereal disease. A programme was drawn up for 
a three years’ campaign, to-extend ever the whole of North 
and South America, to embrace 
vention of venereal infection. The conference was organ- © 
ized by the Committees of the United States Inter-Depart- 
mental Social Hygiene Board, the United States Public. 
Health Service, the American: Red Cross Society and the 
American Social Hygiene Association. The President of the 
Conference was’ Professor William: H. Welch, of the Johns 
Hopkins University. 


both ‘the treatment and pre- 
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Federal Ministry of Health. 


Tidings of great importgpee, and intense interest 
to the profession come from Melbourne. The Fed- 
eral Government has decided to extend its activities 
inthe interest of the public health far beyond the some- 
what narrow confines which have restricted them hither- 
‘to. A Department of Public Health is to be instituted 
with a responsible Minister at its head. We under- 
stand that the appointment is to be made without 
the. granting of a special portfolio. The story of 
the formation of the new department is bound up 
with the activities of the Rockefeller Foundation. 
Dr. Victor G. Heiser, Director for the East of the 
International Health Board of the Rockefeller 
Foundation, has recently visited these shores. He 
and his colleague, Dr. W. A. Sawyer, who is the Senior 
State Director of the same Board, and: who is well 
known in connexion with the control of the Austra- 
lian Hookworm Campaign, have held several confer- 
enees with the Prime Minister and other. representa- 
_tives of the Commonwealth: Dr. Heiser stated that 
his institute was desirous of¢further promoting its 


activities in Australia and declared his intention of 
recommending to the Institute that it place at the dis- 
posal of the Commonwealth the services of three in- 
vestigators with special qualifications—one a special- 
ist in industrial hygiene, the second a specialist in 
tropical hygiene, and the third a specialist in sani- 
tary engineering. He made this offer contingent 
upon an agreement by the Federal Government to 
co-ordinate its health activities with those of his in- 
stitute in. Australia and to ereate a special Depart- 
of Public Health. At the same time, he sug- 
gested that the institute might later on lend to the 


Government an expert ‘qrganizer of laboratories of | 


preventive medicine. The Federal Ministry decided 


to aceept the offer and to ereate a new department 
for. the purpose of expanding the existing activities 
of the Federal Quarantine Service and of undertak- 


ing such other tasks as may be regarded as Federal. 

It should not be long before the community recog- 
nizes the great value of the new departure. Public 
health laboratories are to be established in various 
centres for the investigation of industrial and tropi- 
cal diseases. These centres include Kalgoorlie, ‘Port 
Pirie, Bendigo, Lismore, Rockhampton, Cairns, Mac- 
kay, Thursday Island, Port Moresby and Darwin. 
The acceptance by the Commonwealth of a mandate 
over certain former possessions of late enemy coun- 
tries has accentuated the need for a strenuous cam- 
paign against tropical diseases, including malaria, 
and it is proposed to establish a further laboratory 
centre at Rabaul. The activities of the investigators 
under the Rockefeller Foundation in regard to hook- 
worm and malaria in Australia and neighbouring 
islands are well known and, with their assistance, a 
campaign full of immense possibilities against tropi- 


eal diseases is assnred. Hardly of less importance is 


the investigation of occupational diseases in industrial — 
areas—the pneumonokonioses, tuberculosis, lead poi- 
soning and so on. Local, isolated investigations of 
industrial diseases have in late years been carried 
out, but the absence of a broad scheme of investiga- 
tion, the limitation of the expense involved with its 
consequent ‘limitation of the amount of necessary 
apparatus and exclusion of many competent investi- 
gators untempted by the modest remuneration offered, 
and, finally, the undesirable haste with which the 
investigations had to be carried out—all these factors 
necessarily depreciated the value of the work done. 
With the generous assistance of the Rockefeller Foun- 
dation the new Ministry of Health has an .oppor- 
tunity of carrying out investigations in a careful, 
scientific manner, aided by trained and expert in- 
vestigators and, it is to be hoped, unmoved by the 
political exigencies of the day. 

Repeated pleadings for the establishment of a 
scheme of preventive medicine have been made in 
these columns. We have deprecated from time to 
time the inaction of our public health services and 
have asked for co-ordination and reciprocal action 


between the services in the absence of a unified sys- 


tem of control. It has been pointed out that the 
domains of curative and preventive medicine are dis- 


tinet from one another, One is the concern primarily 
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of the private practitioner and the other is the fune- 
tion of the State. One is concerned with the rela- 
tionship between patient and physician, the other is 
bound up with team-work and organized scientific 
investigation. The problems of preventive medicine 
are as urgent here as in other parts of the world and 
it cannot be claimed that we have kept abreast with 
other countries in our efforts to elucidate them. Now, 
however, a’start is about to be made, and the auguries 
are good. 


THE ENDOCRINE SYSTEM AND THE PSYCHO- 
NEUROSES. 


Recent investigations shed a more hopeful light on 
the treatment and prognosis of the psychoses and 
neuroses. The descriptions in the text-books of the 
various functional mental illnesses—hysteria, psy- 
chasthenia, neurasthenia, melancholia, mania, 
paranoia and dementia precor—apply to well-estab- 
lished disease” processes in which treatment is diffi- 
cult and prognosis hazardous. Attention is now being 
directed to the earlier manifestations of the psycho- 
neuroses which appear before the mental. illness has 
so far advanced as to come within the domain of 
certifiable insanity. 

The war has been the means of calling attention 
to a group of psycho-neuroses in soldiers in which 
profound reactions of certain parts of the body tu 
‘‘nsychiec trauma’’ have been displayed. These re- 
actions affect chiefly the vegetative or endocrino- 
sympathetic system. Dr. David Orr’ points out that 
emotional states alter and modify the ‘secretions of 
the ductless glands and these in turn react upon the 
central nervous system, producing those manifesta- 
tions of mental and physical disorder with which the 
war has made us so familiar. 

The sympathetic system would appear to be so 
intimately linked up with the endocrinie glands that 
Dr. Orr feels justified in using the term ‘‘endocrino- 
sympathetic system.’’” This involuntary nervous 
system exerts a neuro-secretory action upon the duct- 
less glands and maintains the functional relationship 
between the different organs of nutrition. Con- 
versely, the secretions of the endocrine glands exert 
a powerful influence on the involuntary nerves. The 
tone and equilibrium of the whole sympathetic sys- 
tem is governed and regulated by the hormones which 
the glands pour into the blood stream. Judged from 
a physiological point of view we lead two lives—a 
life of nutrition and a life of relation. The life of 
nutrition has to do with the growth and metabolism 
of the body and is intimately concerned with the in- 
ternal secretions and the involuntary nervous system 
which correlates and governs them. This life does not 
pass over the threshold of consciousness. The life of 
relation, on the other hand, concerns our attitude 
towards the outside world and keeps us in touch_with 
- our environment, so that we may modify our attitude 
towards it. The life of relation is controlled by the 


-central nervous system. There are intimate fune-_ 


Edinburgh Medical Journal, October, 1920, 


tional as well as anatomical relationships between the 
vegetative and central nervous systems, so that a 
morbid disturbance of the life of relation may pro- 
duce profound reactions in the endocrino-sympatheti« 
system which controls the life of nutrition and vice 
versa. It is well known, for example, that mentai 
shock, fright or worry may produce all the symptoms 
of exophthalmic goitre, and that some patients sui- 
fering from hyperthyreoidism soon show mental de- 
generacy, become wilful and wayward and conver 
a quiet domestic home into a ‘‘house of hell,’’ to 
borrow Shakespeare’s phrase. 

It is probable that all emotions are associated with 
variations in the secretions of the ductless glands and — 
that these variations are dependent on the nature 
of the emotion. It is known that after a person has 
suffered intense pain there is unusual activity on 
the part of the suprarenal glands and adrenalin is 
seereted in greater quantity and is poured into the 
blood stream. A comparison may be made _be- 
tween this phenomenon and the known facts in con- 
nexion with the influence of the emotions on the com- 
moner and more material secretions. Under the in- 
fluence of sorrow there may be a copious outpouring 
of tears. Excitement or worry may cause polyuria 
and frequency of micturition. The classical experi- 
ments of Pawlow on dogs.showed in a graphie manner 
that the mere sight of meat by a hungry animal led 
to a marked secretion of gastric juice. These are 
examples of the intimate relationship between psychic 
influences and the common secretions of the body and 
it is not unreasonable to suppose that there is an 
equally intimate connexion between the emotions and 
the endocrinie glands. 

It should be stated here that the psycho-neuroses 
appear mostly in those people who have inherited a 
neuropathic tendency. In the ordinary routine of 
life there is an equilibrium of relationship between 
the functions of the ductless glands, the sympathetic 
chain and the cerebro-spinal axis. But under the 
stress of great emotion, especially when the emotion 
is suppressed and especially at those periods of life 
when certain endocrine glands are entering on or 
departing from increased physiological activity, e.g., 
at puberty or the menopause, this equilibrium may 
be disturbed. As a result the physiological balance 
of the hormones is altered and the hormones in turn 
react back upon the nervous system, tending to re- 
produce the emotional state. It will thus be seen 
that a vicious circle is soon established. Psychic 
trauma produces emotional disturbance, which re- 
acts upon the sympathetic-ductless gland system and 
this reproduces the emotional disturbanee which is 
stored up in the memory. The emotional activity is so 
often repeated that it becomes more or less chronic 
and is aroused by slight internal or external stimuli 
which under normal conditions would produce no 
effect. 

Mental illnesses are, therefore, in their early stages 
at least, disturbances of physiological processes and 
it is possible that by appropriate suggestion and..treat- 
ment they may be cured.. Hitherto the psychiatrist 
has studied his subject too much from ‘a’ psychologi- 
cal and too little from a physiological point of view. 
With the aid of recent researches to modify his out- 
look, a more hopeful basis of treatment is assured. 
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“RESIDUAL PULMONARY AFFECTIONS. . 


The influenza epidemic which raged in Europe and 


America during 1918 and in Australia in the follow- | 


ing year was not content with the destruction of 
an enormous number of valuable lives. It left be- 
hind it a legacy of chronic ill-health, from which 
many thousands of persons still suffer. Chief among 
the forms of this unweleome inheritance are the vari- 
ous residual. pulmonary affections to which no accur- 
ate denomination has been given. It has been not 
uncommonly urged and believed that the persistence 
of physical signs in the chest-after an attack of in- 
fluenza with severe pulmonary involvement was evi- 
dence of the presence of a tuberculous process in the 
lungs and that this process was either a fresh in- 
feetion involving the already damaged lung substance 
or, more usually, a recrudescence of a latent tuber- 
culosis. 
possible to determine. A few months after an attack 
of influenza a patient may complain of failure to 
recover his usual good health. He suffers from a 
chronic cough with copious expectoration, becomes 
more and more short of breath and there may be streaks 
of blood in his sputum. Even a small but definite 
hemoptysis may take place. He may be compara- 
tively well nourished, but the breathlessness, the spas- 
modie cough and his feeling of languor and inability 
to ‘‘earry on,’’ raise a strong suspicion of tuder- 
culosis. Physical examination of the chest, however, 
reveals signs at one or both bases of the lungs only; 
the apices are apparently uninvolved. There may be 
limitation of movement at the affected base, increased 
vocal fremitus, some dulness on percussion, perhaps 
‘even bronchial breathing with bronchophony and 
pectoriloquy, and an aggregation of crepitations or 
rales which may or may not be altered in intensity 
or number by coughing. Repeated examinations of 
the sputum fail to-diseover the Bacillus tuberculosis. 
All these evidences point to the presence of an un- 
resolved pneumonia, but exactly what factors delay 
or prevent resolution and what pathological relation- 
ship the unresolved consolidation has to the pre- 

existent pneumonia, are not yet definitely known. 
Dr. Edward N. Packard’ of New York, calls atten- 
tion to the fact that now and for a few years to 
come, owing*to the marked increase in the incidence 
of pneumonia, many patients will come under obser- 
vation who are suffering from these chronic pulmon- 
ary disorders, and he issues a warning to physicians 
against the tendency to ascribe these conditions to 
tuberculosis indiscriminately. Before the year 1918 
Australian. physicians were not unaware of cases of 
lobar pneumonia which proceeded neither to death nor 
early recovery. For some*reason or other resolu- 
tion did not oceur and the fibrinous exudate which 
poured into the pulmonary vesicles during the stage 
of red hepatisation, became (so it would seem) gradu- 
ally substituted by fibrous tissue. The signs of pneu- 
monia remained for some considerable time and a 
suspicion of tuberculosis was raised, Often enough 
repeated examination of the sputum was made, but 
tubercle bacilli were not found. A diagnosis of 
chronic interstitial pneumonia or simply ‘‘chronic 
pneumonia’’ was made. There were our experiences 
1 Journ, Amer. Med. Assoc., December 4, 1920. ote, 


How far this belief is correct is as yet im-_ 


in Australia when, except in the case of children, we 
were more acquainted with pneumonia of a lobar 
than of a lobular type. Dr. Packard informs us from 
his consideration of the large number of cases of 
lobular pneumonia which have come under his notice, 
that the exudate of that disease undergoes fibrous 
organization more commonly than the exudate of 
croupous pneumonia, which is almost invariably ab- 
sorbed. . If it is granted that the severe pulmonary 
lesions met with in Australia during the epidemic of 
1919 were of the nature of broncho-pneumonia, 
most observers will agree with him. Delayed recov- 
ery with failure of the physical signs to disappear 
within a reasonable time was not uncommon in the ~ 
experience of those who had under their care a large 
number of patients with marked involvement of the 
lungs. 


The after-history of these patients should make an 
interesting subject of research. If certain parts of 
the lung tissue become replaced by fibrous tissue and 
if the pleura on the affected side becomes thickened 
and its parietal portion bound by adhesions to its 
visceral portion, then the diagnoses of ‘‘)ulmonary 
fibrosis,’’ ‘‘chronic interstitial pneumonia,’’ ‘‘peri- 
bronchial fibroid pnewmonia,’’ ‘‘chronie adhesive 
pleurisy’’ and 86 on become intelligible. The process 
is, however, but dimly understood and Dr. Packard 
does not give us any substantial assistance. Why 
certain cases of ‘pneumonia undergo resolution and 
recovery, why others proceed to the condition called 
‘‘pulmonary fibrosis,’? why others again ultimately 
become cases of bronchiectasis, are questions which 
have as yet received no very satisfactory answer. 
There is still a vast field awaiting investigation in 
the chemistry and physies of the chest. While many 
branches of medicine have progressed by leaps and 
bounds during the last decade, the study of pulmon- 
ary disorders remains at a comparative standstill and 
we are little further advanced than were our fathers. 


Dr. Packard’s warning against the indiscriminate 
labelling of these conditions as tubercular in nature 
merits, however, very earnest consideration. There 
is a tendency to blame the tubercle bacillus for many 
chronic, ill-defined pulmonary disorders. In our last 
issue we published a description of the case of a 
child under the care of Dr. A. Jeffreys Wood in the 
Melbourne Children’s Hospital. The patient, a boy 
of eleven years, was admitted in May, 1920, suffer- 
ing from broncho-pneumonia complicating whooping 
cough, and for a period of seven months he had 
definite physical signs at the base of his right lung 
and a pyrexia which was broken only by a few periods. 
of quiescence. The boy has now resumed his usual 
state of health and Dr. Wood points out that this 
case is an example of the prolongation of a broncho- 
pneumonia when the B. tuberculosis could not reason- 
ably be incriminated. To diagnose tuberculosis in 
the absence of very definite evidence is to do a grave 
injustice to the patient. It throws him into a state 
of mental dejection and it inflicts on him a social 
ostracism. which, if not justifiable, is none the less 
real. At the same time, it should not be forgotten 
that some post-influenzal pulmonary conditions are 
of a tuberculous nature and every effort should be 
made to diagnose them. 
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SURGERY. 


(56) Gun Shot Wounds of the Spinal 
Cord. 

Thorburn (Brit. Journ. of Surg., 
October, 1920) investigated 100 speci- 
mens in the War Museum showing 
spinal cord injury. Gun shot wounds 
of the spinal cord may result from: 
(1) direct impact* of a missile, when 
fragments of~clothing or bone may be 
left imbedded in the cord; (2) indirect 
impact of bone fragments; and (3) 
contusion by foreign bodies, by dis- 
placed bone fragments or by subluxa- 
tion of bones, e.g., the widespread di- 
vulsive action of a missile passing by 
at high velocity. In all cases there 
is liable to be damage beyond the area 
of apparent injury, especially in the 
grey matter of the anterior cornua. 
When the impact is direct septic men- 
ingitis generally ensues. Untorn dura 
mater is the best barrier and septic 
_ meningitis is generally absent in the 
case of contusions. Meningitis tends 
to spread upwards continuously, but 
may unexpectedly flare up at a dis- 
tance. Hzmorrhage sufficient to cause 
serious compression is very rare, but 
annular cicatrices are a common 
sequela of hemorrhages. 


(57) Causation of Appendicitis. 

Rendle Short (Brit. Journ. of Surg., 
October, 1920) investigated the causa-. 
tion of appendicitis. He considers there 
has been an actual rise in its incid- 
ence, especially during the period 1895- 
1905. The rise was first noticed in 
towns. The privations of war did not 
influence the incidence. Inmates of 
institutions on plain diet seem to be 
comparatively immune. In _ Asiatics, 
Polynesians and Africans it is very 
rare unless they take to European food, 
when it becomes common. It is rare 
in wild animals, common in animals in 
eaptivity. As regards the ultimate 
cause, the chipped enamel-ware theory 
is ridiculed, as well as the theory 
ascribing it to the use of water closets 
instead of squatting. In reference to 
many such _ fantastic suggestions 
Charles Mercier ironically attributed the 
disease to the abandonment of wig 
-wearing. After reviewing the various 
possible food causes, 
that the disease may be due to a 
diminished consumption of food con- 
taining cellulose. : 


(58) Cysts of the Breast. 

Lenthal Cheatle (Brit. Journ. of 
Surg., October, 1920) publishes the re- 
sult of his examination of whole sec- 
tions of female breasts containing cysts. 
He is strongly of the opinion that can- 
cer can and does begin in cysts. There 
are two different types of cysts, the 
difference being in the lining epithelium 
and in the intracystic growth. Both 
types are multiple and he has never 
seen a breast containing a ‘single cyst. 
One type has its origin in ducts and 
is lined by duct epithelium. The other 
is lined by columnar epithelium. No 


Short suggests - 


matter what the origin cancer can have 
its starting point there, and even cysts 
situated on the extreme periphery not 
infrequently become malignant. Cysts 
may assist in the spread of cancer in 
many ways: (i.) cancer-bearing cysts 
may Coalesce; (ii.) a cancer-bearing 
cyst may invade a simple cyst; (iti.) 
a cancer-bearing periduct lymphatic 
may invade a simple cyst or a cancer- 
bearing cyst.. He considers that it is 
mainly the first type of cyst that har- 
bours cancer infection. 


(59) Abscess of Lung. : 

Peters (Journ. Amer. Med. Assoc., 
October 16, 1920), discussing abscess of 
the lung, emphasizes the great diffi- 
culty of distinguishing it from gan- 
grene. Many cases have recently been 
reported following tonsillectomy under 
general anesthesia; more commonly, 
however, it is a complication of pneu- 
monia. Diagnosis is very difficult be- 
fore extensive destruction occurs, but 
the history may be suggestive. Cyan- 
osis and clubbed fingers are late signs. 
Cough, foetid breath and the expectora- 
tion of a large amount of muco- 
purulent sputum are fairly conclusive. 
Physical signs are usually those of con- 
solidation or cavity formation. The 
location of the abscess, the extent of 
the surrounding area of induration and 
the relation of the abscess to a bronchus 
are important points. X-rays are valu- 
able in diagnosis, but several plates 
taken at intervals are necessary. The 
presence of a pleural effusion may make 
the diagnosis more difficult still. Leu- 
cocytosis is the rule, but is not invari- 
able. The temperature may vary con- 
siderably. Artificial pneumothorax has 
given good results, but drainage by a 
-two stage operation is the best pro- 
cedure. 


(60) Cancer of the Rectum. 

Pauchet (Presse Médicale, October 
6, 1920) considers the signs and treat- 
ment of cancer of the rectum. He 
‘quotes Miles’s statement that there are 
100% relapses after the perineal opera- 
tion and 25% in three years after the 
abdomino-perineal method. In diag- 
nosis the danger is of mistaking the 
bleeding for that due to hemorrhoids 
or enteritis. 
routine procedure is the safeguard 
against the first error. The symptom- 
atology varies with the position of the 
growth. The superior type tends to 
cause stenosing symptoms; the anal 
variety, pain. The ampullary type un- 
fortunately causes no symptoms till 
late in the disease. Of three patients 
consulting a surgeon the disease in 
one will be inoperable, one will be 


suitable for the perineal operation 
and the third will require’ the 
abdomino-perineal operation. A con- 


tinent abdominal anus can be obtained 
by twisting the intestine 180° and 
passing it through a button-hole stab. 
Radium has not given the good results 
which have been obtained in the treat- 
ment of uterine cancer. When after 


resection continuity of the colon with 
the normal anus is restored, recurrence 
in the perirectal tissues is common and 
the anus is often incontinent. The ab- 
domino-perineal is the operation of 


Rectal examination as a - 


“choice. The perineal operation should 
be reserved for patients over 60 and 
for fat and unsuitable subjects. 


(61) Cancer of Breast and Non- 
Malignant Axillary Glands. 

Raymond Bonneau (La Presse Médi- 
cale, August 11. 1920) records the case 
of a woman who had ‘never been preg- 
nant and on whom he operated for an 
obviously malignant tumour of the 
breast. The axillary glands were found 
to be enlarged, but subsequently, al- 
though microscopic section confirmed 
the diagnosis of ‘the breast condition, 
the enlargement of the glands was. 
found to be purely inflammatory. He 
suggests, then, that lymphatic glands 
may undergo an inflammatory enlarge- 
ment as part of a defensive mechanism 
against’ the cancer cells. He insists 
that mere enlargement of lymphatic 
glands, e.g., in the supra-clavicular re- 
gion, should not be considered a prog- 
nostic bar to operation. Even if ex- 
cision of enlarged glands in all the 
glandular territory be impracticable, 
there is still hope for possible cure. 


(62) The Continent Gastrostomy. 

Soulijoux and Bloch (Presse Médi- 
cale, November 27, 1920) describe an 
operation for gastrostomy which is so 
continent that the patient can cough. 
without forcing out a single drop of 
gastric contents. It consists in a com- 
bination of torsion and invagination 
of the stomach cone, which is drawn 
out through an incision in the left 
rectus muscle. There must be no drag- 
ging and no tension on sutures. The 
stomach cone is rotated through an - 
angle of 90° in the direction of the 
hands of a watch and the folds sutured 
with non-penetrating silk to maintain 
the torsion. The apex, after a punch- 
form incision has been made, is in- 
vaginated and more silk sutures em- 
~ployed. A catheter having been in- 
serted, the base of the cone is sutured 
to the abdominal wall. 


(63) Mesenteric Thrombosis. 

George G. Ross (Annals of Surg., 
July, 1920), discussing mesenteric 
thrombosis, points out that the superior 
mesenteric artery is much more fre- 
quently affected than the _ inferior 
mesenteric artery and that arterial 
blocking in the mesentery is much 
more common than venous obstruc- 
tion. He reports six cases and makes 
no attempt to differentiate between 
thrombosis of the mesenteric — vessels 
and embolism. This is often impos- 
sible, even at operation or autopsy. 
When thrombosis occurs, the blood 
supply of a certain segment of the in- 
testine is stopped or diminished and 
symptoms of intestinal obstruction de- 
velope. Pain, in his experience, has 
been a prominent symptom. Thé symp- 
toms of obstruction are slower in on- 
set than in the purely * mechanical 
forms of obstructive ileus, ¢.g., from 
adhesions. Venous mesenteric throm- 
bosis has a vaguer symptomatology 
and a slower course than arterial ob- 
struction and tends to more spontane- 
ous cure. The treatment of mesenteric 
thrombosis is early operation, but the 
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procedure must vary with the condi- 
tion discovered. Resection is indicated 
if the patient’s condition justifies it. 


GYNASCOLOGY AND OBSTETRICS. 


(64) Rupture of the Uterine Scar of 
Czsarean Section. 

Eardley Holland, in an investigation 
of the subject of rupture during preg- 
nancy or labour of the uterine scar of 
a previous Cesarean section, analysed 
11,000 cases (Proc. Roy. Soc. Med., No- 
vember, 1920)... He concluded that the 
frequency of rupture is 4% and that 
the cause of rupture is imperfect heal- 
ing and the formation of a thin, fibrous 
sear instead of muscular union. Thin 
sears stretch during pregnancy. Rup- 
ture may be caused by the intra-uterine 
tension of normal pregnancy, by the 
uterine contractions of normal labour 
or by various accidental factors, such 
as the insertion of the placenta over 
the scar, with retro-placental hzmor- 
rhage. It may also be caused by over- 
distension. of the. uterus, by prolonged 
or obstructed labour or by operative 
interference,- such as internal version, 
the insertion of bags and certain drugs, 
for example, pituitrin. Rupture oc- 
curred almost as frequently during 
pregnancy as during labour, in the pro- 
portion of three to four. It occurred 
as early as the seventh month, The 
chief cause of imperfect healing is in- 
fection of the uterine wound. Other 
causes are imperfect suturing and*un- 
suitable suture material. The liability 
to rupture when catgut is used is two 
and a half times greater than when 
silk is the material used. Theoretically, 


silk-worm gut is the best suture ma-. 


terial. The scar of the transverse fun- 
dal incision is especially liable to rup- 
ture. In the discussion, Munro Kerr 
considered that there was definite evi- 
dence that the uterine scar was not as 
sound as was generally supposed; that 
it frequently gave way completely or 
partially and that in many patients it 
was much thinned and would easily 
give way under unusual strain. He 
now made his incision through the 
lower uteriie segment. Barris was in 
favour of the classical operation, with- 
out sterilization of the patient. Old- 
field strongly believed in the use of 
catgut. He stated that this was the 
practice in Leeds. Herbert Spencer 
condemned the use of catgut and pre- 
ferred silk. Blair Bell stated that he 
preferred to open the uterus as high up 
as possible in the upper, uterine seg- 
ment. He used chromic gut. Four- 
neaux-Jordan had used a continuous 
eatgut suture in 72 cases without, one 
case of rupture. Fothergill 
with the other speakers that . uterine 
sepsis was the real cause of weak scars 
and rupture, but considered that the 
nature of the suture material was un- 
important. 


(65) The Influence of the Duittless. 
Glands. 

Graven (New York Med. No- 
vember 6, 1920) discusses two aspects 
of the relationship that exists between 
the endocrine system and gynecologi- 
cal conditions. In the first place, he 
considers the relation of the ductless 


glands to the specific neuroses in pa- 
tients suffering from pelvic disease. 
He found in an examination of 1,000 


| private patients that in 84% “nervous- 


ness” of a greater or less degree was a 
part of their complaint; in other words, 
there was some disturbance of the emo- 
tional state. He quotes Cannon’s work 
on the connexion between the adrenal 
secretion and the emotions of fear, 
anger and rage and refers to the emo- 


‘tional and physical phenomena which 


are associated with disturbances of the 
thyreoid and pituitary functions. He 
defines functional. nervousness as a 
continuous state of emotional excite- 
ment, sensory in character and induced 
by the reciprocal action under stimula- 
tion between the autonomic pervous 
system and certain glands of Tnternal 
secretion. For an explanation of these 
conditions, he inclines to the theories 
of psycho-analysis, but rejects the ex- 
treme Freudian doctrine of the sup- 
pressed libido and agrees with Adler, 
who explains the neurotic constitution 
by assuming that the patient is con- 
scious of a feeling of inferiority, which 
results from her organic deficiency. 
This deficiency may or may not be con- 
cerned with the sexual glands. It is 
necessary to distinguish the neuroses 


which have been acquired as a result “|” 


of pelvic changes from the constitu- 
tional “fixations” of childhood, as well 
as from the neuroses which are purely. 
psychic and those cases marked by 
hypersecretion or deficiency of gland 
products. The aid of the neurologist 
or internist may be of value. Women 
are said to be more peculiarly. ‘ner- 
vous” than men. The internal glandu- 
lar equipment of women is, without 
doubt, more unstable and they are pe- 
culiarly liable to the influence,of dis- 
turbances of the ductless glands. In 
the second place, the author calls at- 
tention to the fact that the ovary has - 
two separately active parts—the inter- 
stitial cells and the germ cells. This 
division is not comparable to the two 
parts of the pituitary or adrenal 
glands. Extract of the whole gland is 
as efficacious in treatment as corpus 
luteum or extract of ovarian residue 
and it has an undoubted specific action 
on menstrual irregularities, such as hot 
flushes, temporary functional amenor- 
rhea, dribbling before and after the 
catamenia and “small clotting.” In the 
permanent amenorrheas,_ especially 
those associated with pluriglandular 
disturbances, it has little or no effect 
in restoring the menstrual function, but 
it improves the general health. It is 
best given in large doses separately 
from the other gland extracts. In cer- 
tain types of dysmenorrhea it is of 
value, but in the severe types it is of 
little help. It is not indicated in the 
treatment of menorrhagia or metror- 
rhagia. 


(66) Cranial and Intracranial Birth 
Injuries. 

Bailey (Amer. Journ. of Obstet. and 
Gynec., October, 1920) points out that 
a considerable proportion (about 30%) 
of still births and early deaths’are due 
to injury to the head of the infant 
and suggests that in a few instances 


the lesions lend themselves to treat- 
ment. Kerr in 1901 recommended 
treating spoon-shaped depressed frac- 
tures by pressure of the head in the 
long axis, but the danger from this is 
intracranial pressure and hemorrhage. 
Cushing in 1905 advocated parietal de- 
compression by a large osteoplastic 
flap; two treated thus recovered and 
two died. Tweedy (1908) advised that 
the surgeon make an incision and bore 
a hook of a volsellum through the de- 
pressed bone and raise it. latracranial 
hemorrhage may occur in vertex or 
breech presentations. It may be due 
to rupture of cortical vessels from 
asphyxia, from excessive moulding of 
the bones with tearing of the menin- 
geal and arachnoid veins or from pres- 
ure and traction with forceps. Of 100 
cases in the Manhattan Clinic, 40 had 
cerebral hzmorrhage. Only 10- were 
not still born. One lived 20 minutes, 
one 30 minutes, one 3 hours, and the 
others 14 hours to four days. The 


“hemorrhage in 18 cases was diffuse 


over the cerebrum, 11 were specially 
marked under one bone, two were dif- 
fuse and in the ventricles, two in the 
yentricles alone, one was a diffuse men- 
ingeal hemorrhage with thrombosis in 
the sinus, two were in the cerebellum, 
two in the pia and two in the dura. 
He concludes that the decompression 
operation with large fiap does not give 
good results. Cushing had only 4 suc- 
cesses in 9 cases. The Tweedy pro- 
cedure is open to the objection that 
there may be fracture and meningeal 
hemorrhage under the depression, as 
occurred in one case. This cannot be 
detected unless a button of bone is 
raised at the same time. In the case 
of still-born children with a strongly 


‘beating heart, where respiration can- 


not be started, further investigation 
is required. All our present methods 
of artificial respiration increase intra- 
cranial pressure. For these mechani- 
cal respiratory apparatus which will 
inject air and withdraw CO, seem the 
best. 


(67) Rectal Examination in Labour. 

D. Monash (Illinois Med. Journ., 
August, 1920) states that, with prac- 
tice, rectal examination during iabour 
gives most accurate information and 
combined with abdominal palpation in 
pregnancy and labour is an efficient 
substitute for vaginal examination in 
90%-of normal cases. The advantages 
of this method are: Rectal examina- 
tion may be repeated at frequent inter- 
vals without risk to the patient, while 
repeated vaginal examinations are 
dangerous. Rectal examination is 


‘performed more easily and with less 


preparation of the patient, when it is 
necessary to decide whether she is in 
labour and if it is safe to leave her or 
better to remain at the house. It is atime 
saver. It is practically painiess. In 
border-line cases, where Cesarian sec- 
tion is considered, it prevents infection 
of the vagina. The obstetrician who 
examines by the rectal route enjoys a 
justifiable peace of mind and freedom 
from censure if his patient ~subse- 


quently developes fever; 
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Medical Societies. 


MELBOURNE HOSPITAL CLINICAL SOCIETY. 


A meeting of the Melbourne Hospital Clinical Society was 
held in the lecture room of the Melbourne Hospital on 
October 22, 1920, Mr. Basil Kilvington, the President, in the 
chair. 

Dr. Konrad Hiller presented the first case for discussion 
on behalf of Dr. J. F. Wilkinson. The patient, a man aged 
-25, a heavy drinker, was admitted to the hospital with 
jaundice and some swelling of the abdomen. The jaundice 
was then of eight weeks’ standing. There had been com- 
plaint of abdéminal pain for four weeks and during the 
week immediately preceding his attendance at the hospital 
the man’s abdomen had become perceptibly enlarged. He 
admitted having contracted syphilis in November, 1918, and 
stated that two chancres had developed. He was treated 
with salvarsan, and grey oil injection six weeks later. 
Altogether about 20 injections of salvarsan and some 60 
injections of grey oil were given. The last injection of 
“606” was given three weeks before the onset of the ab- 
dominal ‘pain. Jaundice supervened a few days after the first 
attack of pain; there had been no hematemesis. The en- 
largement of the abdomen was seen to be progressive. There 
was tenderness in the left hypochondrium,’ but there was 
no undue sensitiveness to palpation of the hepatic region. 
The systolic blood pressure was 125 mm. Hg.. Except for 
the presence of bile no changes were detected in the- urine 
and investigation of the cerebro-spinal system was attended 
by negative results. 

A few days after admission paracentesis was carried out 
and 1.8 litres of bile-stained fluid withdrawn. Later 4.8, 6, 6, 
5.4 and 6.6 litres were removed at short intervals. 

Dr. Hiller pointed out that excessive indulgence in alcohol 
and a syphilitic infection dating back eighteen months had 
preceded the development of jaundice and ascitis in spite of 
twenty injections of ‘606’ and other anti-syphilitic treat- 
ment. There was a condition of hepatic cirrhosis, and the 
question was how much syphilis had contributed in bring- 
ing it about. He had at first suspected that the jaundice 
was due to the toxic effect of repeated injections of sdal- 
varsan. The subsequent course of the illness, however, re- 
vealed a cirrhosis of the liver. He was of opinion that, 
owing to the man’s heavy consumption of alcohol, syphilis 
had made rapid progress in spite of treatment. It was 
interesting to note that, at the outset of the anti-syphilitic 
measures, the reaction of the patient’s serum to the Wasser- 
mann test was interpreted as “doubtful negative,” while as 
late as ten days ago the result of the test was returned as 
“positive.” He proposed to treat the man with large doses 
of potassium iodide. 

Mr. Alan Newton remarked that the possible association 
of the jaundice with the prolonged series of salvarsan in- 
jections had also occurred to him, but supervention 
ascitis seemed to indicate that this was not the sequence 
of events. Ascitis did not occur with the jaundice attribut- 
able to the cumulative effect of arsenical preparations. The 
rapidly recurring ascitic effusions led him to conclude that 
in the patient under discussion there was a considerable 
degree of perihepatitis. 

Dr. Wm. Dismore Upjohn, O.B.E., agreed with Dr. Hiller’s 
suggestion regarding the use of large doses of iodide of 
potassium with the object of promoting the resolution of 
the perihepatic inflammatory process. Medical treatment. 
however, could hardly deal with old scar tissue and as it 
was obvious that the patient could not withstand the re- 
curring ascitic effusions for long, the surgical procedure of 
omentopexy might be considered. 

Dr. N., Hamilton Fairley, O.B.E., contributed some remarks 
bearing on the treatment of “Wassermann fast” cases of 
syphilis. He quoted observations in trypanosomiasis, which 
showed that some types of trypanosomes becamé immune 
to arsenic, as other races did to antimony. It had been 
recommended therefore to use both drugs in treatment a 
period of arsenic administration being followed by a course 
of antimony or vice versa. It was possible that future work 
would show that the treponemata of syphilis similarly 
acquired resistance to a particular arsenical complex and 
that advantage would be derived from the administration 


.pain which he referred to the region of the umbilicus. 


of different preparations, such as salvarsan, neo-salvarsan, 
luargol, etc., in sequence. The resisting strain might not be 
immune to all the different molecular complexes. 

Dr. Hiller next detailed the case O6f a man, aged 32, in 
whom the diagnosis of tuberculous caries of the cervical 
spine had been established. At the time of his admission 
on September 14, 1920, the patient complained of pain in 
thé left side of the chest. The pain was of a shooting char- 
acter, was aggravated by deep inspiration and was some- 
what mitigated by lying on the left side. The distribu- 
tion of the pain followed the course of the fifth and sixth 
dorsal nerve roots. Inquiry elicited a history of a “similar 
attack” three months previously, but there had been no 
recurrence of the pain in the interim. Two months prior 
to his admission on this occasion the patient had been 
ill with influenza; otherwise his personal and family history 
was good and there appeared to-be no tuberculosis in the 
family. : 

In the physical examination carried out when the man 
first came under observation, there was recorded a tempera- 
ture of 39° C., with respiration and pulse rates of 28 and 
98 per ‘minute respectively. He lay for the most part on 
his left side. Kyphosis at the level of the sixth and 
seventh dorsal vertebrz was apparent. Although no tender- 
ness could be elicited by pressure over the dorsal spines, 
there was.some limitation of movement and slight tender- 
ness over the transverse processes of the vertebre. Two 
discharging sinuses were present in the left posterior triangle 
of the neck, unaccompanied by any palpable glands in this 
area. No signs of significance were detected in ‘the exam- 
ination of the chest and abdomen. Psoriasis was evident 
over the extensor surfaces of both arms. The von Pirquet 
cutaneous test yielded a slight reaction to human, but no 
response to bovine, tuberculin. By the injection of bismuth 
paste and subsequent radiographic examination, the sinuses 
were shown to track down to the bodies of the sixth and 
seventh dorsal vertebre. E 

Dr. Hiller exhibited the skiagram and remarked that the 
patient was now very ill; his temperature was of a “swing- 
ing”. character and he was suffering a great deal of pain. 
The question for consideration was whether surgical 
measures offered him any prospect of relief. 

Dr. Upjohn commented upon the difficulty of securing 
complete rest to the spine in adults with tuberculous caries. 
It was very much easier to accomplish when dealing with 
children, who could be placed in the appropriate splint or 
jacket and thereafter could be readily lifted by a nurse <A 
fixation operation, in which a bone graft extending above 
And below the operation became part and parcel of the 
spinal column, had much to recommend it, but he would 
hesitate to apply such a measure in the presence of 2 
mixed infection, such as obtained in the patient ‘under 
discussion. 

Mr. Basil Kilvington remarked upon the relative positions 
of the tuberculous process in the spine and the openings 
of the sinuses. It was usual for the abscess to track down- 
wards if the patient were going about and dorsally if he 
had been maintained in the recumbent - position. He re- 
garded the probability of the presence of tuberculous foci 
in the bronchial glands or lungs as a drawback attending 
operative measures in this particular instance. 

Dr. Wm. Dismore Upjohn asked attention for a case with 
somewhat remarkable features. A railway employee, aged 
48, was admitted to hospital at 3.15 p.m. on October 10, 1920. 
Five hours previously he had been seized with very severe 
The 
pain was of a spasmodic character and recurred every few 
minutes. In the colicky attacks the patient could not re- 
main still, but no position afforded relief. Vomiting com- 
menced two hours after the onset and was repeated six 
hours later. The bowels had acted once since the com- 
mencement of the ilmess, but the motion ‘had. not been 
observed. The administration of an enema after the pa- 
tient’s admission to the ward had been attended by no result. 
On examination the man looked shocked, cyanotic and very 
ill. The muscles of the epigastric region moved slightly 
with respiration, but the lower part of the abdominal wall 
was immovable. By palpation tenderness and rigidity were 
elicited over the whole abdomen, both signs being particu- 
larly well marked across the whole of the lower abdomen. 
Movable dulnegs in the flanks was also demonstrated. 
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A centrifuged specimen of urine showed a few red blood 
cells and pus cells on microscopical examination. 

Inquiry into the patient’s past history disclosed the fact 
that he had experienced a similar illness 16 years ago. The 
diagnosis made on that occasion was appendicitis; in four 
days he was back at work. He had indulged liberally in 
alcohol for many years. 

Dr. Upjohn said that the aspect of the patient at the 
time of his admission was typically that of an abdominal 
crisis and he decided to operate. Laparotomy was there- 
fore performed twelve hours after the onset through a 
median, sub-umbilical incision. A large quantity of deeply 
blood-stained fluid was*present in the peritoneal cavity and 
welled up into the wound. A careful search did not reveal 
any fat necrosis, nor did subsequent palpation of the pan- 
creas afford any evidence of pancreatitis. The small ,in- 


testine was plum-coloured and, although not dilated, ex- - 


hibited definite congestion and thickening of its walls. The 
most remarkable feature, however, wasS a very great 
thickening and fixity of the enteric mesentery, which 
rendered it impossible to deliver the gut through the ab- 
dominal incision. 

The man’s general condition at operation was very bad; 
concluding that the underlying cause Of the crisis was a 
mesenteric embolus or thrombosis, Dr. Upjohn closed the 
abdomen. 

On the following morning the patient was distinctly better 
and during the day a small quantity of blood-stained, serous 
effusion oozed through the incision. The next day saw 
further improvement and ultimately the man made a good 
recovery. Seven days after operation he developed a small 
carbuncle on his neck; the urine was again examined. Sugar 
and diacetic acid were shown to be absent and the deter- 
minations of urinary diastase and nitrogen were 35 and 
25 respectively. 

In connexion with Dr. Upjohn’s case, Dr. Douglas Thomas 
drew attention to the condition described as chronic hzemor- 
rhagie peritonitis? which was regarded as analogous to 
hemorrhagic pachymeningitis. Layers of new tissue formea 
on the surface of the peritoneum, with large wide vessels 
from which hemorrhage occurred. A spontaneous peri- 
toneal hemorrhage, with the features of an acute abdominal 
affection, was recognized and it was suggested that such a 
crisis might represent the primary form of the rare con- 
dition designated by the term chronic hemorrhagic 
peritonitis. 

Mr. Basil Kilvington submitted for diagnosis the case of 
a male patient, aged 63, the immediate cause of whose 
admission to hospital was retention of urine. Dilatation of 
a urethral stricture had been carried out some years before, 
but inereasing difficulty in urination during the last four 
months had culminated in retention. Apart from his urin- 
ary trouble the man had been jin good health until 16 months 
ago. There was an indefinite history of injury one month 
before the onset of severe pain in the right. groin. The 
attack lasted for one night only, but recurred five weeks 
later. In his description of the second’ onset of pain the 
patient referred it to the right hip and said that it extended 
down the right thigh and leg to the sole of the foot. He 
had not been able to walk without assistance since that 
oceasion and had become progressively worse until it was 
difficult for him to sit up. Only in very recent months 
had he noticed a lump in the groin and he stated that he 
had lost at least 12.75 kilograms in weight since the com- 
mencement of the symptoms. 

A hard mass in the right iliac fossa was obvious on physi- 
cal examination and, although an enlarged gland was moy- 
able, the main mass was fixed. A general fullness of the 
right gluteal region was noted. Passive movement of the 
right hip indicated that the mobility of the joint was limited 
in all directions. Rectal examination disclosed the presence 
of an enlarged prostate. A small pedunculated mass pro- 
jected into the rectum. Thickening of the wall of the 
rectum was apparent and blood was on the. exam- 
ining finger. 


_ The report of the Acting Skiagraphist (Dr. K. 8. Cross) + 
was to the effect that the right femur evidenced no ab- 


normal changes other than some general decalcification. 
The right side of the pelvis showed an irregular honey- 
i Osler: ‘‘Principles and Practice of /Medicine,’’ 8th Edition, p. 60%. 


combed appearance, involving the lower portion of the ilium 
and pubis, with marked osteo-porosis. There appeared to 
be no definite evidence of invasion or enlargement of the 
bone. 

Mr. Alan Newton described a case in which the radio- 
graphic appearances were very similar to those in the 
skiagram exhibited by Mr. Kilvington. In that instance a 
cancerous growth in the ilium, secondary to a primary 
carcinoma of the prostate, gave the same worm-eaten ap- 
pearance in the radiogram. However, the tumour gave rise 
to no swelling in the bone, as was present in Mr. Kilvington’s 
case. In view of the possibility of hydatid disease, Mr. New- 
ton suggested that the complement fixation test for echino- 
coccus might be carried out. 

Mr. Kilvington mentioned that he had occasionally seen 
remarkable prolongation of life as the result of the applica- 
tion of X-ray treatment to pelvic tumours. A case in point 
was that of a woman who was afflicted with secondary 
cancerous deposits in the ilium and sacrum after removal 
of the breast for scirrhus. X-ray treatment was instituted 
and five years later the patient seemed in really better con- 
dition than she had been at the time the treatment had 
first been applied. It seemed to him a noteworthy retarda- 
tion of the growth. 5 

Dr. H. R. Dew exhibited specimens of (i.) a very exten- 


sive chronic ulcer of the leg, for which amputation was - 


necessary; (ii.) the dissected knee joint from the same 
limb; (iii.) microscopical sections illustrating end-arteritis 
and endophlebitis. 

In some remarks relative to the specimens, Dr. Dew 
outlined the clinical history of the case. The trouble com- 
menced in a furuncle in the mid-portion of the right leg 
in a man aged 64. It was of 13 months’ duration. Treat- 
ment by a variety of drugs and applications had not availed 
to check the spread of the ulcerative process. Finally am- 
putation was performed. In a consideration of possible 
etiological factors, it was ascertained that there had been 
no injury, no varicose veins and no history of syphilis. 
Although there was an enlarged spleen no significant blood 
changes were detected. The blood pressure was 130 mm. Hg. 
and examination of the urine yielded negative results. 

The vascular factor underlying the intractable ulceration 
was evidenced by the extreme atheroma of the popliteal 
artery, comprising calcareous patches and a definite small 
atheromatous ulcer. There was also advanced endophlebitis, 
with thickening of the vein and contraction of its lumen. 

In the post-operative examination of the specimen an 
abscess cavity was discovered deep to the semi-membranosus 
muscle; it extended down the leg for a distance of 5 cm., 
contained dirty pus and exhibited necrotic wall. The ab- 
scess had evidently arisen in the popliteal glands, all the 
tissue of which was peptonized. 

Dr. Dew stated that the presence of the abscess was not 
apparent clinically, owing to its quiescent state and the 
accompanying flexion of the knee. The specimen illustrated 
the wisdom of performing amputation for such a condi- 
tion well above the site of the disease process. The muscles 
of the limb generally were in a condition of chronic myo- 
sitis, fibrosis and atrophy. 


In the discussion of the dissected knee-joint Dr. Dew 


drew attention to the shortening and thickening of all the’ 


posterior ligaments of the knee-joint, the tendency to back- 
ward dislocation of the tibia, the lack of cartilage change, 
the soft state of the bones and the impossibility, even at 
that stage, of straightening the joint. The futility of divid- 
ing the hamstrings and popliteal fascia as measures directed 
towards overecming the flexion of the joint was apparent, 
as. was the wisdom of keeping these patients on a splint 
from the outset. When contracture and flexion were estab- 
lished no doubt continuous extension would correct them in 
time, but it was a matter of months. The most efficient 
method of reducing the deformity was by the use of Turner’s 
splint, with anterior ratchet attachment. 


~ It has been announced that Rear Admiral E. R. Stitt has 
been nominated for the position of Surgeon-General of the 
United States Navy, to succeed Rear Admiral W. C. Braisted, 
who is about to retire. Dr. Stitt is well known for his work 
on tropical diseases and was for several periods Professor 
of Bacteriology and Pathology at the Naval Medical School, 
Washington. 
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THE HEALTH OF WESTERN AUSTRALIA. 


The Commissioner of Public Health in Western Australia, 


‘Dr. Everitt Atkinson, has issued his report for the years 


1918 and 1919. The departments under his control are the 
Medical, the Health, the Factories and the Early Closing 
Departments. 

Expenditure and Revenue. 

The cost of the Medical Department amounted to £133,192 
for the year 1918 and £150,229 for 1919, as compared with 
£105,271 for 1917. As in previous years the greater part 
of this money is absorbed by grants to public and .assisted 
hospitals, and by the maintenance of the hospitals con- 
trolled entirely by the State. The State-controlled Wovurclov 
Sanatorium’ with its adjacent farm, cost over £25,000 dur- 
ing 1918 and over £28,000 in 1919. The Public Health branch 
expended £18,136 in 1918 and- £66,904 in 1919. The expendi- 
ture in 1917 had been £14,937. The enormous increase in 
the figures for 1919 is explained by the fact that the epi- 


demic of influenza was responsible for a little more than 


£50,000 of that sum. The total revenue, made up chiefly 
by hospital patients’ fees, amounted to £28,121 in 1918 and 
£28,840 in 1919. This represents a considerable advance on 
the revenue for 1917; which totalled £17,124. We learn 
that the cost of treatment per patient per diem at the 
Government hospitals was 7s. 10d. during 1918 and 8s. 5d. 
during 1919; at the Perth Public Hospital 5s. 10d. and 7s. 
3d.; and at the Fremantle Public Hospital 8s. and 9s. 9d.. 


Vital Statistics. 
‘The mean population was 311,092 for 1918 and 323,503 
for 1919. The population on December. 31, 1919, was com- 
puted at 323,503. The birth-rate shows a decline. In 1917 


it was 25.5 per 1,000 of the population (not per centum, as 


is repeatedly mis-stated in the report), while in the two 
years under consideration it fell to 22.8 and 21.4 respectively. 
The death-rate per 1,000 increased from 9.0 during 1917 
and 1918 to 11.1 during 1919. The-naturak increase has thus 
declined from 16.5 during 1917 to 13.7 during 1918 and 10.3 
during 1919. These figures are disquieting, but it should 
be remembered that the influenza epidemic was responsible 
for the unsatisfactory rise in the death-rate during 1919. 
A satisfactory feature of the report is that, while in 1917 
the infantile mortality was the highest in the Common- 
wealth (57.09 per 1,000), it was the third lowest in 1918 
(57.3) and the lowest (61.3) in 1919. The absolute increase 
in these figures is attributed to the influenza ‘epidemic. 
For comparison, it may be stated that the infantile mor- 
tality for New South Wales was 56.93 in 1917, 59.02 in 
1918 and 72.19 in 1919. 


Infective Diseases. 
Enteric Fever. 

While 260 cases of enteric fever were notified in 1917, 
255 were notified in 1918 and 237 in 1919. The case mortal- 
ity fell from 11.5% in 1917 to 8.2% in 1918 and 7.5% in 1919. 
Dr. Atkinson quotes the success of anti-typhoid inocula- 
tion in the armies during the recent war and pleads for th2 
regular inoculation of young men and women who have not 
had the disease and who live in districts where it is rife. 


Dysentery. 
Ameebic dysentery and bacillary dysentery are now noti- 
fiable diseases in Western Australia. One case of amebic 
dysentery was reported during the period covered by the 
report. The patient had never been outside the State, but 
Dr. Atkinson is satisfied of the correctness of the diag- 
nosis. Several cases of the bacillary form occurred among 
the patients of the Claremont Asylum for Old Men. 


Diarrhea and Enteritis. 

In his report for 1917 the Commissioner noted with satis- 
faction a reduction in the number. of deaths from diarrhea 
and enteritis in children under two years of age. The 
number fell to 97 in that year from 169 in 1916. He was 
inclined to the belief that this improvement was attributable 
to the’ water carried system of sewage. We pointed out at 
the time that the evidence in favour of this explanation was 
inadequate. The figures rose to 120 in 1918 and 122 in 1919. 
Dr. Atkinson now admits that the zxtiology of the disease 
is imperfectly understood. He states, however, that among 


families of good education and position there is practically 
no mortality from the complaint. Dr Atkinson would }e 
in a stronger position if he supplied figures to support this 
statement. 

Diphtheria. 

In 1917 there were 800 notifications of diphtheria. In 118 
an epidemic of this disease invaded the west and the num- 
ber advanced to 1,277, but fell again in 1919 to 971. in 
spite of the increase in the number of cases, the deatiis 
were 26 in 1918 and 32 in 1919, as compared with 31 in 
1917. The case mortality was thus 2.02 in 1918 and 3.29 in 
1919, as against 3.29 in 1917. The Commissioner maintains 
that with a well-educated public andea well-organized medi- 
cal service, the death-rate from diphtheria, which causes 
approximately 1% of all deaths, should be almost nil. As 
the education of the public in matters of health and the 
organization of the medical service in regard to infective 
diseases are the responsibilities of the Commissioner, he 
would seem to throw the burden of combating this disease 
on to his own shoulders. He does not tell us of any means 
adopted, whether by pamphlet or newspaper, to educate 
the public in the seriousness of epidemic “sore throats.” 
We believe that much might be done in this regard, just 
as we believe that much good has resulted from the writing 
of temperately-worded pamphlets on the subject of venereal 
infections. 

Beri-Bevi. 

Beri-beri is still a notifiable disease in Western Australia, 
although few adhere to the infective theory of its origin. 
The incidence of the disease is much less than formerly, 
only 53 cases’in 1918 and 32 in 1919 being notified, as com- 
pared with 218 in 1917. The case mortality is high, reach- 
ing 13.2% and 15.6% respectively in the two years under 
review. 

Malaria: 

Eight cases of malaria were notified in 1918. The num- 
ber rose to the enormous figure of 686 in 1919, but 680 of 
these represented soldiers returned to the State from other 
countries. Only one case ef malaria originated in the non- 
tropical part of the State. 

Dengue. 

An epidemic of dengue fever took place in the north- 
western area of Western Australia during 1919. Most of 
the cases occurred at Wyndham (229) and several at Broome 
(34). Two hundred and seventy-one cases were notified in 
all. The report does not record any deaths from the disease. 
No investigations into the origin of the epidemic were 
carried out. 

Tuberculosis. 

Tuberculosis is divided in the report into (1) phthisis and 
(2) “other T.B.,” a bad and inelegant designation. In 1918 
and 1919 the number of notifications of phthisis (pulmonary 
tuberculosis) were 432 and 467 respectively. The number 
ef deaths from this cause were 245 in 1918 and 289 in 
1919. In Western Australia eight of every hundred deaths 
are attributable to tuberculosis of the lungs. Tuberculosis 
of other organs caused 28 deaths during 1918 and 24 dur- 
ing 1919. Dr. Atkinson is of opinion that “the influenza 
epidemic gave the coup de grdce to a number of cases who 
would otherwise have survived a little longer.” Similar 
opinions have been expressed in other States. The Western 
Australian figures, however, do not seem to support this 
view with any material evidence. During the year 1918 the 
death-rate from pulmonary tuberculosis rose/ from 0.7 (the 
death-rate in 1917) to 0.787 per 1,000 of the population. The 
percentage of the total deaths rose from 7.84 to 8.65. In 
1919 the deaths per 1,000 of the population were 0.896 and 
the percentage of total deaths 8.05. The increase in the 
mortality may be due, as Dr. Atkinson does not fail to 
point out, to the economic stringency and increased poverty 
which have followed in the wake of the war. 

_The Wooroloo Sanatorium is under the charge of Dr. 
R. M. Mitchell, the Chief Resident Medical Officer. During 
1918, 563 patients were treated in the Sanatorium and. there 
were 140 deaths. During 1919 601 patients were treated 
and there were 122 deaths. It is significant that 387 of 
the patients who died during either year, were miners. Dr. 
Mitckell points out in a vigorously*<written report that’ with 
the advance of the mining industry in Western Australia, 
miners are entering the Sanatorium in greater numbers and 
at a more advanced age than formerly, During 1918 95 
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patients over 50 years of age were under treatment and 
during 1919 the number increased to 129. The majority 
of the miners in the Sanatorium are admitted while in the 
third stage of the disease when, to use the Chief Medical 
Officer’s words: “They have contracted successively fibrotic 
mischief, superimposed tuberculosis and bankruptcy in re- 
served strength.” He charges many of the miners with 
refusing to abandon their occupation when warned in a 
curable stage of the danger which threatens their health. 
An investigation on the lines of the Broken Hill Commission 
of Inquiry would do much to solve the problem of early 
diagnosis and evacuation of the affected miners. . 

As in past years, Dr. Mitchell deplores the want of im- 
provement in the class of patient sent to thé Sanatorium. 
Patients with advanced phthisis are all too plentiful and 
there is a comparative dearth of those in the early stages 
of the disease. Perhaps the medical profession is some- 
what at fault in failing to diagnose the disease sufficiently 
early, but, as we pointed out in these columns a few years 
ago, there is an obvious disadvantage in bringing persons 
in danger of death into close proximity with those whose 
affection is curable. 
patients in a curable stage and a separate home instituted 
for those with advanced tuberculosis, much would be done 
towards dissipating the prejudice against sanatoria. Under 
existing arrangements many a patient who enters a sana- 
torium, does so in a state of mental dejection, which is 
further aggravated by the deaths which take place around 
him. 

Dr. Mitchell pays a tribute to the assistance given by 
visiting nurses in persuading persons to seek treatment 
while the disease is still curable. The zeal, tempered by 
the necessary tact and delicacy, which these nurses display 
in their work among the patients and contacts in the pa- 
tients’ own homes, is commended in very warm phrases. 
The Wooroloo Farm is attached to the Sanatorium and here 
the patients with non-active tuberculosis have an oppor- 
tunity of turning their attention to dairying, pig-raising or 
gardening. 

Influenza. 

Over six pages of the report and several appendices are 
occupied with a description and discussion of the epidemic 
of virulent influenza which spread to Australia from other 
countries and wrought no small measure of damage to life 
and health in Western Australia. It will be’ remembered 
that New Zealand was suddenly overwhelmed with the 
disease during the months of November and December, 
1918. By a strict quarantine, associated with the minimum 
of personal discomfort and dislocation of trade, the Federal 
Director of Quarantine succeeded in delaying the entry of 
the disease into Australia until some arrangements could 
be made successfully to cope with it. This Journal has 
dealt at length with the arrangements made from time to 
time. The Commonwealth Government summoned a confer- 
ence of delegates from the various States to agree upon a 
plan of campaign in the event of an epidemic occurring 
within any port of Australia. Western Australia was duly 
represented at the conference. It was agreed, among other 
things, that should influenza break out in any State, the 
Commonwealth should take complete control of. all inter- 
State traffic by land and sea. Local district isolation was 
left in the hands of the health authorities of the individual 
States. Dr. Atkinson states that the first notification of the 
disease came from Victoria, which was declared an in- 
fected State on January 28, 1919. Meanwhile trans-con- 
tinental trains carrying persons from Victoria to Western 
Australia were considered by the health authorities of the 
latter State to be possible carriers of infected persons 
owing to the probable delay in Victoria in recognizing the 
character of the disease. Accordingly, it was considered 
justifiable to break the terms of the compact entered into 
with the Commonwealth and three trains, owned and con- 
trolled ky the Federal Government, were, therefore, held up 
at a small station several miles outside Kalgoorlie. The 
State had made arrangements to quarantine the passengers 
in tents. Unfortunately, no reckoning had been made of the 
elements. Stormy weather struck the tents to the ground 
and in other ways made the existence of the passengers miser- 
able. As necessity knows no law, the State seized the trains 
and converted them into a quarantine station. This incident 
occasioned considerable friction with the Commonwealth 


If the Sanatorium were reserved for . 


authorities. Dr. Atkinson seeks to justify it on the ground 
that it was a reasonable preventive measure against the 
introduction of the disease into Western Australia. But 
the fact remains that a compact entered into between 
that State and the Commonwealth was broken and Dr. 
Atkinson can point to no good results which might justify 
the breach of faith. In his attitude towards the epidemic 
he showed the samé ability and enthusiasm which marks 
all his endeavours in the cause of public health, but we 
are of opinion that in running counter to the Commonwealth 
authorities he was taking a grave and hardly warrantable 
authority upon himself. By the compact with the Common- 
wealth and responsibility of inter-State quarantine was de- 
finitely lifted from Dr. Atkinson and placed on the shoulders 
of Dr. Cumpston. Interference by Dr. Atkinson might have 
been considered by Dr. Cumpston sufficient warranty to 
disclaim any further responsibility for quarantine as far 
as Western Australia was concerned. Unity of responsibility 
is as essential in dealing with an epidemic as in waging 
war. Luckily no untoward effects resulted from this division 
of counsellors, but we are not satisfied that it was productive 
of any good. 

Another regrettable disagreement with the Commonwealth 
concerned the period of quarantine to be undergone by 
those persons who travelled by sea. The State health 
authorities were of opinion that the period of quarantine 
demanded by the Federal Director was inadequate, and 
they demanded that sea passengers complete seven clear 
days before being allowed to land. Here, again, was a 
definite trespass on the preserves of the Commonwealth. 
It led to conflict of action, duality of control and very con- 


_siderable expense and no evidence is adduced in the report 


to show that the added period rendered the quarantine more 
sure or efficient. 

The first definite case of influenza with pulmonary in- 
volvement was reported from Gwalia on May 30, 1919. 
The disease spread rapidly and cases were soon reported 
from Leonora. These two towns were placed in quarantine, 
Leonora being released on July 17, but in the meantime 
(June 6) the disease broke out in Perth and at the end of a 
week 41 cases had been reported in that city. The metro- 
politan area was at once put under a strict quarantine 
and it was not till July 14 that cases were reported from 
other areas. On that date the disease was proclaimed from 
Kalgoorlie and Boulder and it soon spread over the entire 
State, reaching Bunbury on August 11, Geraldton on August 
19, Mount Barker on October 23 and Broome (the last town 
to be attacked) on November 25. At first infected houses 
were quarantined and patrolled, but this procedure was soon 
found impracticable and a placard showing that the dwelling 
was isolated, was posted on the gate. Overcrowding of trains 
and trams was prohibited. Picture-shows were not closed, 
as few persons patronized places of entertainment during 
the epidemic. Many pamphlets describing the prophylaxis 
and treatment of the disease were issued. In the metro- 
politan area the patients were treated at the Rotunda Pri- 
vate Hospital (40 beds), the Blackboy Military Hospital (342 
beds) and later at the public hospitals of Perth and Fre- 
mantle. In all, 2,441 persons were treated in metropolitan 
hospitals, of whom 181 died, making a mortality of 7.4%. 
As regards the features of the disease, Dr. Atkinson notes 
the marked frequency of lung involvement, the suddenness 
of onset, the slow pulse in relation to the high tempera- 
ture, the presence of tracheitis and bronchitis and the 
tendency to blood-stained expectoration. As noted by other 
observers, he mentions the frequency of crepitations audible 
at the bases of the lung and especially at the base of the 
left lung. The curious, lilac, cyanotic tint of the body 
described elsewhere was not common in the epidemic in 
Western Australia. Epistaxis was very common, especially 
in children. Pregnant women suffered badly, abortion, pre- 
mature labour or death being the rule. The outlook was 
bad in patients suffering from syphilis or chronic alcohol- 
ism. The curious observation is recorded that moderate 
drinkers appeared to have some immunity to the disease. 
The incubation period is considered to be no longer than 
three days. Of complications, empyema was more common 
in the later stage of the epidemic. Myocarditis is con- 
sidered to have been the most frequently and severe com- 
plication. Pleurisy (probably pleurisy with effusion is 
meant) was rare. The disease was more common among 
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males than females. Twice as many males died as females. 
The greatest number of deaths occurred in males between 
the ages of 30 and 35 years, and in females between the 
ages. of 25 and 30 and over 50. Inoculation was 
earried ‘out on an extensive scale, 94,480 persons being 
inoculated at the public expense. Thé Commissioner speaks 
guardedly of the value of this prophylactic measure. He 
is of Opinion, however, that it confers some immunity 
against the more serious complications of the disease. 

No organized effort was made to elucidate the bacterio- 
logical problems of the epidemic. Speeimens taken from 
seventy infected persons were examined, these specimens 
being throat*swabbings or sputum from which cultures were 
made. Gram-positive diplococci (and particularly pneumo- 
cocci) were the most constant organisms found. Strepto- 
cocci were not infrequent. B. inflwenzw was present in 
one third of the specimens. It was observed that several 
specimens taken from patients with severe forms of the 
disease yielded pure cultures of this organism and that 
the persons almost invariably.died. The observations, how- 
ever, extended over so small a number of cases that no 
definite conclusions can be drawn. 

The total expenditure of preventing and treating the dis- 
ease amounted to £60,142, of which over £30,000 were spent 
in the equipment and maintenance of -the metropolitan 
hospitals. 
Venereal Diseases. 

The Venereal Diseases Act was amended in 1918 to give 
the Commissioner power to take action in regard to any 
person whom he believed to be suffering from a venereal 
infection. Previously, the Commissioner could not order 
the medical examination of any person unless a written state- 
ment by an informer that the person was believed to be suf- 
fering from a venereal disease was in the Commissioner’s 
hands. The new measure wa§S only to operate for a period 
of_15 months (June 6, 1918, to September 30, 1919), but at 
the end of that time a further period of 15 months was 
granted. -Dr. Atkinson uses his power with much circum- 
spection and wisely refrains from action in the absence of* 
definite evidence. The number of new cases of venereal 
disease in 1917 was 1,316. During 1918 and 1919 the num- 
bers were 998 and 1,038 respectively. Of these figures for 
the three years 1,065, 836 and 892 represent male members of 
the community, so that the proportion of males to females 
was 4.2 to 1, 5.1 to 1 and 6.1 to 1 for the three respective 
annual periods. Gonorrhea is a much more frequent 
disease than syphilis, which is showing a definite tendency 
to. decrease. In 1917, for every one case of syphilis, 3.4 
eases of gonorrheea were notified. In 1918 the proportion 
of gonorrhea to syphilis was 4.7 to 1 and in 1919 5.1 to 1. 
Gonorrhea is proportionately a much more frequent disease 
in males, for whereas for the three years the proportion of 
cases of gonorrhea to cases of syphilis (not vice versa, as 
is stated in the report) was, in the female, 1.6 to 1 in 1917, 


2 to 1 in 1918 and 2 to 1 in 1919, the cases in males bore 


the relations of 4.2 to 1, 6 to 1_and 6.2 to 1 respectively. 
Of 159 cases of syphilis notified during the year 1919, 43 
were in the primary stage of the disease, 47 in the secondary 
stage and 61 in the tertiary stage, while eight were cases 
of congenital syphilis. 


Medical Inspection of School Children. 

In a report to the Commissioner Dr. Roberta H. M. Jull, 
the medical officer for schools, states that during 1918 12 
schools were visited and 4,223 children examined. The 
influenza epidemic retarded this valuable work during 1919, 
when only 9 schools were visited and 2,928-children exam- 
ined. Dr. Jull notes with satisfaction that the attendances 
at school increase during the visit of the medical officer. 
This is interpreted to mean that parents value the medical 
examinations and appreciate the work done. It is noted, 
however, that parents do not satisfactorily carry out the 
recommendations in regard to treatment. Of 100 children 
specially mentioned only 28 had had all remediable defects 
treated, 32 had received partial treatment and 40 had re- 

. ceived no treatment. During the year 1918 treatment was at- 
tempted in 42.6% of the cases recommended for treatment 
and in 1919 only 34.3%. Dr. Jull makes interesting mention 
of the prevalence of pedjculosis amongst school children. 
In 1918 16% and in 1919 22.2% suffered from this condition. 
By means of lecturettes to parents and persuasion by a 
visiting nurse an effort was made to reduce the incidence 
of this affection. A clause in the Health Act Amendment 


_ Act, 1918, gives power to a medical officer of health to 


direct parents or guardians to clean and maintain clean the 
verminous heads of children under pain of prosecution. No 
prosecutions. were found necessary, a warning being quite 
sufficient to bring about immediate treatment. As in other 
States, defective conditions of the teeth continue to reach 
avery unsatisfactory figure; 83.8% of the children examined 
had at least one carious tooth, 36.7% had four or more, 
while one child aged six years had 16 carious teeth out oi 
20. Debilitated children are classified under the heading 
“aneemia” and “poor general health’; 6% were thus classi- 
fied in 1918 and 7% in 1919. It is observed that the 
majority of these belong to families living in congested 
areas and containing six ,;or more children of tender age. 
Dr. Jull believes that the demolition of slum areas and a 
basic wage allowance for each child beyond the three 
assumed to represent an average family would go far to- 
wards improving the general health of school-children. 

A considerable portion of the report is occupied with the 
subject of mental defectiveness. The School Medical 
Officer adopted a simple means of estimating the number of 
young “morons” in the schools. Adopting the view that 
the teacher is a good judge as to a child’s intelligence and 
tends to under-estimate rather than over-estimate a pupil's 
mental defectiveness, she accepted the classification of the 
teachers. The diagnosis of subnormal mentality was ques- — 
tioned in one case only,. that of a child who was almost 
totally deaf. Under this scheme 1% of school children were 
classified as defectives in 1918 and 1.6% in 1919. We are 
informed that when an opportunity occurred to interview 
the parents of some of these children, one or both generally 
showed evidence of feeble-mindedness. Dr. Jull pleads 
for special teaching of these inefficients and for segregation 
in order to prevent reproduction of the‘ type. The first 
suggestion is well within the limits of practical pedagogy; 
the latter is a problem bristling with difficulties. Besides 
these definitely defective children, there is a further group 
which includes children who are slow to learn and whose 
intelligence is slightly below the average. No less than 
11.4% were classified under this heading in 1918 and 16.27 
in 1919. 

Of the 4,223 children examined during 1918 and the 2,828 
during 1919, 174 and 155 respectively showed varying de- 
grees of deafness; 714 and 446 had adenoids; 1,644 and 1,030 
enlarged tonsils; 158 and 149 suffered from hypermetropia 
and 149 and 107 from myopia; 81 and 67 had anemia; 44 
and 46 had the very indefinite condition “weak first sound”; 
22 and 70 “accentuated second sound”; 63 and 88 had hernia 
of various kinds; and 185 and 132 suffered from “poor 
general health.” These were numerically the most serious 
conditions present. : 

Bacteriological Work. 

The bacteriologist in the laboratories was kept busy during 
the two years. By far the most important part of the work 
numerically was the examination of throat-cultures for the 
Klebs-Loffler bacillus. The B. diphtherie was found in 
about 20% of the cultures examined. The B. tuberculosis 
was found in about the same proportion of the specimens 
of sputum. 

Visiting Nurses and Registration of Midwives. 

The department employs two visiting nurses at Perth and 
one at Kalgoorlie. The duties of these ladies are mainly 
twofold: (1) The visiting of the homes of tuberculous 
patients to give advice as to the treatment of contacts, dis- 
posal of sputum, sleeping-out, etc.; and (2) the supervision 
of midwifery as practised by registered midwives and the 
inspection of maternity hospitals. In Western Australia 
none other than a trained midwife can be registered—this 
has been in force since June, 1913—and thus the number 
of untrained midwifery nurses is gradually diminishing. 

Factories and Early Closing: 

The Chief Inspector of Factories addresses his: report to 
the Commissioner of Public Health, but, as we pointed out 
in dealing with the report for 1917, factory hygiene in its 
true sense is non-existent. The majority of the defects 
noted in the various factories were such as could be best 
dealt with by a medical man. There were 14 cases of 
improper disposal of fumes and dust during the two years, 
109 cases of defective and unclean sanitary conveniences, 
17 cases of defective drainage and seven cases of insufficient 
lighting and ventilation. 

The section dealing with the Early Closing Act does not 
call for special comment. 
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Correspondence. 


PARANOIA AND OCCULTISM. 


Sir: In your issue of January 8, 1921, there is a letter 
from a correspondent under the heading of “Paranoia and 
Occultism,” apparently taking exception to your recom- 
mendation to warn suggestible patients against “these per- 
nicious doctrines.” 


The majority of those who have been long in practice — 


would, I think, cordially endorse that advice, applied to 
lectures or discussions upon spiritualism or to séances. 
Many -of the older practitioners can call to mind regrettable 
instances which go to show that to many suggestible per- 
sons such doctrines are really “pernicious.” In this con- 
nexion, and in the interests of truth, an examination should 
be made of the paranoiacs admitted to asylums in -Aus- 
tralia during the last two months—and of those who will 
be admitted during the next six months. A comparison of 
these with the number admitted prior to the war, and dur- 
ing the war,. with an examination of their delusions, might 
throw some light upon the effects of such amiable doc- 
trines as those under discussion. (I hesitate to use the word 
“pernicious.”) 

Your correspondent asks: “Why should we not approach 
any new idea without intense bias and apparent hatred?” 

In doing so he appears to forget that spiritualism to the 
older men in the profession is not “a new idea,’’ whatever 
truth there may or may not be in it. So far as one can 
judge from Sir Conan Doyle’s public utterances, he did 
not give us anydhing really new, nor did he give us any- 
thing more convincing than his predecessors. - 

Your leader seems to suggest in the latter part of its 
first paragraph that we might expect a greater readiness 
to accept (or fall a victim to) occult doctrines since the 
war, with all its nervous tension, than before it. It is cer- 
tain that some public utterances on these subjects during 
our last Medical Congress were received with a tolerance 
that they would scarcely, in my opinion, have received 
before the war. I listened to one conversation on occultism 
between certain great physicians of this country till I 
began to wonder whether I had taken leave of my senses, 
or whether they had! Most of them had a engaged in 
war work abroad, bless them! 

I noticed in a farewell speech of Sir Conan Doyle’s that 
he appeared to be trying to convey to his audience that his 
well-filled halls were an indication that there had been a 
great increase in the number of his adherents. He prob- 
ably overestimated that, but, if not, it remains to be proved 
whether ‘me world will derive advantage from it or not. 

Yours, etc., 
“SENEX.” 

February 6, 1921. 


REMOVAL OF ADENOIDS IN INFANCY. 


Sir: Reading the article in the Journal of January 29, 
1921, on “Removal of Adenoids in Infancy,” leads me to 
make a few comments on this evergreen subject. 

Briefly, I am of opinion that these post-nasal adenoids 
should almost invariably be removed when their presence is 
recognized, the onset and progress of symptoms being often 
so insidious that more or less permanent damage is done 
before the necessity for the operation is recognized or 
admitted. 

I cannot see that the time of infancy is a contraindica- 
tion; in fact, it is at that time all the more advisable to 
remove these hypertrophies, 
tion of a medical man is drawn to their actual presence, 
is of itself an indication that something is at fault which 
has turned his attention to their presence. 

But, although a minor operation, it should be carried 
out with care, and I cannot approve of the vigorous scrap- 
ing with finger tip or nail after using the curette, for 
I am sure that, apart from direct sepsis, this is a cause of 
-middle ear trouble by forcing blood, etc.., into the orifice 
of the Eustachian tube. In very young infants one sweep 
of a small post-nasal curette should be sufficient; in older’ 


children~I prefer the La Force adenotome, which makes a 


PYORRH@A ALVEOLARIS 


The very fact that the atten- . 


clean cut, followed by one sweep on each side of the central 
cut with a small size ordinary curette, examining subse- 
quently with the finger and carefully detaching fragments. 

As an illustration of the operation in very young infants 
I might mention a case which occurred at the London Hos- 
pital: An infant was just four weeks old and had pronounced 
snuffies; the history did not altogether exclude syphilis. 
I asked Dr. Hunter Todd for his opinion re adenoids. He 
advised making one sweep with a small post-nasal curette, 
which was done, a small mass of adenoid tissue being re- 
moved. This was done without any anesthetic and I doubt 
not that the little patient suffered much less than would 
have been the case’ with any anesthetic. In this particular 
case the benefit from the small operation was pronounced. 

For older infants a whiff of ethyl chloride or C. and E. 
can be given. 

With regard to tonsils I am not of"so decided an opinion. 
I have so frequently seen more or less mutilation of the 
faucial pillars, even by the most competent operators, as 
to make me hesitate to remove them in the minor cases of 
tonsillar hypertrophy, unless there is special indication for 
doing so in addition to the mere hypertrophy. I do not 
agree with the dictum that, when removing adenoids, one 
“might as well remove the tonsils at the same time.” 

But in the case of adenoids, with regard to the question 
of their possible recurrence, this seems to me to be no 
greater a reason for not removing them than is the possi- 
bility of recurring constipation a contraindication for the 
use of an aperient. 

Yours, etc., 
ERNEST CULPIN. 
Wickham Terrace, Brisbane, 
February 2, 1921. 


It is with regret that we have to announce the death 
of Dr. John Sprod, of Kensington, South Australia. . 


Books Received. 


GOUT, by Llewellyn Jones Llewellyn, M.B., with a Section on Ocular 
Disease in the Gouty, by W. M. Beaumont; 1920. London: William 
Heinemann (Medical Books), Limited; Royal S8vo., pp. 468, one col- 
oured plate. Price, 30s. net. 

DISEASES OF THE THROAT, NOSE AND EAR, by Dan McKenzie, 

D., F.R.C.8.H.; 1920. London: William Heinemann (Medical 
Books), Limited ; Royal 8vo., pp. 646, with two coloured plates and 
199 figures in the text. Price, 42s. net 

PRACTICAL AUSTRALIAN SANITATION ; VOLUME IL. PUBLIC 
HEALTH, SANITARY LAW, INFECTION AND DISINFECTION, IN- 
SPECTION OF PREMISES AND OF FOOD, by the late C. I & 
Willis, with Introductory Chapter by J. L. Bruce, M.R.S.1., edited by 
J. 8. Purdy, D.S.O., M.D., C.M., F.P.H., D.R.S.; 1920. Sydney : 
hety Brooks & Company, Limited; Crown 8yvo., pp. 288, illustrated 

y 28 figures. Price, 25s. 

THE. SEX: COMPLEX: A STUDY OF THE RELATIONSHIPS OF THE 

INTERNAL SECRETIONS TO THE FEMALE CHARACTERISTICS 


AND FUNCTIONS IN HEALTH AND DISEASE, by W. Blair Bell, 
= D.; Section Edition, 1920. London: Bailliére, Tindall & 
Price, 21s. net. 


Royal 8vo., pp. 251, with 61 illustrations. 
SOME EXPERIENCES OF A NEW GUINEA RESIDENT MAGISTRATE, 
by Captain C. -W. Monckton, F.R.G.S., F.Z.S., F.R.A.I., some 
time Official Member of Executive and Legislative Council, Resident 
Magistrate and Warden for Goldfields, High Sheriff and High Bailiff, 
and Senior Officer of Armed Constabulary for M.’s Possession of 
New Guinea; 1920. London: John Lane; New York: John Lane 
Company; Sydney: ‘Angus & Robertson, Limited ; a 8vo., pp. 337, 
with 37 oe and a map. - Price, £ s. 
IN ITS CLINICAL ASPECT, by D. A. 
“a with Foreword by Sir Frank Colyer, F.R.C.S., 
he ‘ Bailliére, Tindall & Cox; Crown 8yo., pp. 
rice, 


11 S. 
SYPHILIS AND Irs.  PREATMENT, WITH ESPECIAL 
TO SYPHILIS OF THE SKIN, by Wilfrid S. Fox, M.A., M.D., B.C 

M.R.C.P.; 1920. London: H. K. Lewis & Company, Limited ; Royal 
with 53 illustrations, including 14 coloured plates. 
rice, 36s. n 

A GUIDE TO ANATOMY, FOR STUDENTS OF MEDICAL GYMNASTICS, 
“MASSAGE AND MEDICAL ELECTRICITY, by E. D. Ewart; 1920. 
London: H. K. Lewis & Company, Limited ; Demy 8vo., pp. 301, 
with 94 illustrations, including 35 plates. Price, 16s. net. : 

EDWARD HILL, M.D., Regius Professor of Medicine in the University 
of Dublin: A Chapter in the History of the Royal ee of Physicians 
of Ireland, by T. Percy C. Kirkpatrick, M.D., M.R.I.A.; submitted 
to the Royal College of Physicians of Ireland “ith the ‘Annual Report 

1920. Dublin: The University Press; 


Crow, 


L.D.S. ; 1921. — 


of Library ; 


Dem, 
A SHORT OF MIDWIFERY: Embodying the Treatment 


Adopted in the Rotunda Hospital, Dublin, by Henry Jellett, B.A., 

M.D., F.R.C.P.I.; Eighth Edition, Revised ; 1921. London: J. and 

A. Ghurekitl: Crown 8vo., pp. 548, with ‘four coloured plates and 

ope illustrations and’ an appendix containing the statistics of the 

OF last thirty years. Price, 21s. 

SKIN: Text-Book for Students and 

Macleod, ., M.D., F.R.C.P.;. 1920. Londo K. 

Royal 8vo., pp. 1,307, with 23 in 
colour and 436 in black and white, Price, £3 10s, 
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Medical Appointments. 


An announcement is published in the Victoria Government 
Gazette to the effect that ithe surgeries of Dr. E. R. Cordner 
(B.M.A.), of Diamond Creek, of Dr. E. Kelmar (B.M.A.), of 
Dookie, of Dr. N. A. Albiston (B.M.A.), of Cox Street, Port 
Fairy, of Dr. K. McK. Doig (B.M.A.), of Manifold Street, 
Colac, and of Dr. E. Spargo (B.M.A.), of Merbein, Victoria, 
have been appointed “places for public vaccination.” 

Dr. J. L. O’Flyna (B.M.A.) has been appointed District 
Medical Officer and Public Vaccinator at Ravensthorpe, West- 
ern Australia. 

The appointnfent is announced of Dr. Theodore Hedge 
(B.M.A.) and Dr. Godwin (B.M.A.) as District Medical Offi- 
cers. and Public Vaccinators at Derby, Western Australia. 

During the absence.wof Dr. Mackie (B.M.A.) Dr. Bertram 
Cohen (B.M.A.) has been appointed Acting Medical Officer 
to the Narrogin Municipal Council, Western Australia. 

It is announced that Dr. J. H. Bennett (B.M.A.) has been 
appointed Public Vaccinator at Hawthorn and Dr. C. E. 
Watson (B.M.A.) at Bunyip, Victoria. 

The appointment is announced of Dr. Minton Connell 
(B.M.A.) as Medical Officer of Health to the Leonora-Mal- 
colm Road Board, and of Dr. H. Ward (B.M.A.)- to the 
Meckering Local Board of Health, Western Australia. 

During the absence of Dr. W. E. Jones (B.M.A.), Dr. 
Clarence G. Godfrey (B.M.A.) has been appointed Acting 
Inspector of Inebriate Institutions in Victoria. 

Dr. K. F. Vickery (B.M.A.) has been appoiated for a 
period of six months on probation Junior Assistant Micro- 
biologist to the Department of Public Health of New South 
Wales. 

Dr. Cyril Shepherd (B.M.A.) has been appointed Honor- 
ary Ophthalmic Surgeon to the Lady Edeline Hospital for 
Babies at Vaucluse, New South Wales. 

- The appointment for a period of twelve months on proba- 

tion of Dr. G. G. Nicholls (B.M.A.) and Dr. Clive T. Stephen 
as Junior Medical Officers to Hospitals for the Insane in 
Victoria, is announced in the Victoria Goverrament Gazette 
of January 28, 1921. 

Dr. Colin Macdonald (B.M.A.), of Warracknabeal, has been 
appointed Health Officer for » the Shire of Borung, Victoria. 


Medical Appointments Vacant, ete. 


For announcements of medical appointments vacant, assistants, locum 
tenéntes sought, etc., see ‘‘Advertiser,’”’ page xxiii. 
Croydon District “Hospital, North, Queensland: Medical 
Officer. 
Pelaw Main, Richmond Main and Stanford Merthyr Col- 
lieries, New South. Wales: Medical Officer. 


Medical Appolatments. 


IMPORTANT NOTICE. 

Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary 
of the British Medical Association, 429 Strand, London, W.C.. 


Branch. APPOINTMENTS. 
Australian Natives’ Association. 
Ashfield and District Friendly So- 
cieties’ Dispensary. 
Balmain United Friendly Societies’ Dis- 
NEW SOUTH - pensary. 
WALES. Friendly Society Lodges at Casino. 


Leichhardt and Petersham Dispensary. 
Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. 
Marrickville United Friendly Societies’ 

Dispensary. 
North Sydney United Friendly Societies. 
eople’s Prudential Benefit Society. . 
Phenix Mutual Provident Society. 


(Hon. Sec., 30-34 
Elizabeth Street, 
Sydney.) 


- Branch. APPOINTMENTS. 
All Institutes or Medical Dispensaries. 
Manchester Unity Independent Order 
of Oddfellows. 
Ancient Order of Foresters. 
VICTORIA. Hibernian Australian Catholic Benefit 


(Hon Sec., Medi- 
cal Society Hall, 
East Melbourne.) 


Society. 
Grand United Order of Free Gardeners. 
Sons of Temperance. 
Order of St. Andrew. 
Austral Prudential Association Pro- 
prietary, Limited. 
Mutual National Provident Club. 
National Provident Association. 


QUEENSLAND. 
(Hon. Sec., B.M.A. 
Building, Adelaide 
Street, Brisbane.) 


Australian Natives’ Association. 

Brisbane United Friendly Society In- 
stitute. 

Stannary~ Hills Hospital. 


SOUTH AUS- 
TRALIA. 
(Hon. Sec., 3 North 
Terrace, Adelaide.) 


Contract Practice Appointments at 
Renmark. 

Contract Practice Appointments in 
South Australia. ° 


WESTERN AUS- 
TRALIA. 
(Hon. Sec., 6 Bank 
of New’ South 
Wales Chambers, 
St. George’s Ter- 
race, Perth. 


All Contract Practice Appointments in 
Western Australia. 


NEW ZEALAND: 
WELLINGTON 
DIVISION. 


(Hon. Sec, Wel- 
lington.) 


Friendly Society . Lodges, Wellington, 
New, Zealand. 


Diary for the Month. 


Feb. “45 —NS.W. Branch, BMA., Executive and Finance 
Committee. 


Feb. 15.—Illawarra Suburbs Med. Assoc. 


(N.S.W.), St. 


George District “Hospital. 

Feb. 18.—Eastern Suburbs Med. Assoc, Annual (N.S.W.). 

Feb. 22.—N.8.W. Branch, B.M.A., Medical Politics Com- 
mittee; Organization and Science Committee. 

Feb. 238.—Vic. Branch, B.M.A., Council. 

Feb. 24.—S. Aust. Branch, B.M.A., 

Feb. 25.—Q. Branch, B.MLA., Council. 

Feb. 25.—Central Southern Med. Assoc. (N.S.W.) Annual 
Meeting, Goulburn. 

Feb. 25.—Q. Branch, B.M.A., Council. ; 

Mar. 1.—N.S.W. Branch, B.M.A., Ethics Committee; Execu- 
tive and Finance Committee. 

Mar. 2.—Vic. Branch, B.M.A.. 


EDITORIAL NOTICES. 


Manuscripte forwarded to the office of this journal cannot under any 


circumstances be re' 


Original articles forwarded for 
to The Medical Journal of 


All communications should be 
Journal of Australia, 
(Telephone: B. 4685.) 


alone, are to be offered 
dressed to The Medical 

3 Blizabeth Sydney. 
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